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Commonwealth of Virginia

Department of Social Services
APPLICATION FOR BENEFITS

GENERAL INFORMATION

With this application, you can apply for one or more of the following
assistance programs. Refer to the fold-out page for instructions.

Food Stamps

Temporary Assistance for Needy Families (TANF)
Medicaid/Children’s Health Insurance/FAMIS
General Relief

Emergency Assistance

State and Local Hospitalization

Auxiliary Grants

Refugee Cash and Medical Assistance

Individuals who have a disability or who have difficulty with English may
Receive extra help to make sure they get assistance or services they are
Eligible to receive.

VERIFICATION AND USE OF INFORMATION
The information that you give may be matched against Federal, State
and local records including the Virginia Employment Commission and the
Department of Motor Vehicles to determine if it is correct, accurate, and
truthful. In addition, your Social Security Number (SSN) will be used to
verify your identity, prevent receipt of benefits from more than one social
service agency at the same time, and make required program changes,

The INCOME AND ELIGIBILITY VERIFICATION SYSTEM (IEVS) will
also be used to verify information. This system uses your SSN to verify
wages and salary, unemployment benefits, and unearned income by
using records from the Internal Revenue Service and the Social Security
Administration. The State Verification Exchange System (SVES) uses
your SSN to verify your receipt of social security and Supplemental
Security Income (SSI) benefits. It is also used to verify quarters of
coverage under Social Security, if you are an alien. In addition, the
Immigration and Naturalization Service (INS) will be used to verify the
status of aliens. Any difference between the information you give and
these records will be investigated. Information from these records may
affect your eligibility and benefit amount. If a food stamp claim arises
against your household, the information on this application, including all
SSNs, may be referred to Federal and State agencies, as well as private
claims collection agencies, for claims collection action.

032-03-824/17 (5/04)

SPECIAL INFORMATION FOR FOOD STAMP APPLICANTS

You can apply for Food Stamps by leaving a completed Application for
Benefits at the agency or by leaving a partially completed Application with at
least your name, address, and signature, or by tearing off and leaving this
half-sheet with your name, address, and signature. You must complete
the rest of this Application before your eligibility can be determined.

You must also be interviewed. Under certain hardships, you can be
interviewed by telephone. You may turn in your application before you are
interviewed. This is important because if you are eligible for the month in
which you apply, your food stamp amount will be based on the date you
actually turn in your application.

EXPEDITED SERVICE FOR FOOD STAMPS

Your household may qualify for Expedited Service and receive food stamps
within 7 days if you are eligible and if your gross monthly income is less
than $150 and liquid resources are $100 or less; or your monthly shelter
bills are higher than your household's gross monthly income plus your liquid
resources; or your household is a migrant or seasonal farm worker
househaold with little or no income and resources. GIVE THE
INFORMATION BELOW, SO YOUR ELIGIBILITY FOR EXPEDITED
SERVICE CAN BEE DETERMINED.

Total money expected this month before deductions $
Total cash, money in checking/savings accounts, CDs 5
Total rent or mortgage for this month 3
Total utility expenses for this month 5

Do no count amounts due for previous months.
Count only the basic telephone service cost.

Is anyone in your household a migrant or

seasonal farm worker YES( ) NO( )
NAME DATE OF BIRTH
ADDRESS SOCIAL SECURITY NUMBER
TELEPHONE
SIGNATURE DATE
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CASE NAME

CASE NUMBER

LOCALITY WORKER DATE

EXPEDITED SERVICE DETERMINATION

Income less than $150 and YES( ) NO( )
Resources $100 or less

Income plus resources less than shelter bills YES( ) NO( )

Faor migrants or seasonal farm workers:

Resources $100 or less, and in next 10 days
$25 or less is expected from new income:
OR
Resources $100 or less, and no income
is expected from a terminated source for
the rest of this month or next month. YES( ) NO{( )

EXPEDITE IF YES TO ANY OF THE ABOVE.

COMPLETE AND ACCURATE INFORMATION

You must give complete, accurate, and truthful information. If you refuse to give
needed information, your eligibility for assistance may not be able to be determined.
Information regarding your race is not required. However, if you decided not to give
this information, your worker will complete that section. If you knowingly give false,
incorrect or incomplete information, or fail to report changes, you could lose your
benefits and be arrested, prosecuted, fined and/or imprisoned. If you knowingly give
false, incorrect, or incomplete information in order to help someone else receive
benefits, you could be arrested and prosecuted for fraud.

VIRGINIA SOCIAL SERVICES
BENEFIT PROGRAMS BOOKLET

This booklet contains information about the programs available at your local social
services agency plus other very important information you should know, including
your responsibilities. READ THIS BOOKLET CAREFULLY. Refer to the APPEALS
Section if you have a complaint about an action taken on your case.

COMPLETING THE APPLICATION

If you need help completing this Application, a friend or relative or your eligibility
worker can help you. If you are completing this application for someone else,
answer each question as if you were that person. If you need to change an answer
or make a correction, write the correct information nearby and put your initials and
date next to the change. If more than 8 people are living in your home and you need
more space lo list everyone, tell the agency you need exira pages. If you want
Medicaid and you are under 18 years of age, your parent or legal guardian must sign
the application.

FILING THE APPLICATION

You may turn in a partially completed Application which contains at least your name,
address, and signature (or the signature of your authorized representative), but you
must complete the rest of this Application before your eligibility can be
determined. For some programs, you must also be interviewed, but you may turn in
your Application before your interview. You may turn in your Application any time
during office hours lhe same day as you contact your local agency. You have the
right to turn in your Application even if it looks like you may not be eligible for
benefits.

YOUR FOOD STAMP RIGHTS

In accordance with Federal law and U.S. Department of Agriculture policy, this
institution is prohibited from discriminating on the basis of race, color, national origin,
sex, age, religion, political beliefs and disability,

To file a complaint of discrimination, write USDA, Director, Office of Civil Rights, Room
326-W, Whitten Building, 1400 Independence Avenue SW, Washington D.C. 20250-
9410 or call (202) 720-5964 (voice and TDD). USDA is an equal opportunity provider
and employer.
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VIRGINIA DEPARTMENT CASE NAME CASE NUMBER PROGRAM WORKER DATE RECD.
OF SOCIAL SERVICES

CASELOAD

)__uv_l—nb._._oz FOR BENEFITS DATE OF SERVICE REFERRAL DATE OF INTERVIEW LOCALITY

1. 1am requesting: ( ) Food Stamps ( ) TANF ( ) Medicaid/Children's Health Insurance/FAMIS ( ) Other Financial or Medical Assistance
() 1understand that an application for TANF is also an application for Food Stamps and | do not wish to apply for Food Stamps.

APPLICANT'S NAME SOCIAL SECURITY NUMBER PHONE NUMBER __ (HOME/MESSAGES)
(WORK)

RESIDENCE ADDRESS (INCLUDE CITY, STATE AND ZIP CODE) DIRECTIONS TO HOME

MAILING ADDRESS (IF DIFFERENT)

LANGUAGE (Enter Code)
1-English 2-Spanish 3-Cambodian 4 -Viethamese 5-Farsi 6-Haitian-Creole 7- Lactian 8- Chinese  9-Korean A- Somali B-Kurdish C.- Arabic

F-French G-Geman J-Japanese O - Other

YES( )} NO( )A Does anyone have an emergency medical need? If YES, give name and explain

YES( ) NO( )B. Isthe applicant living in an Assisted Living Facility, an Adult Family Care Home, a Nursing Facility, or other institution?
If YES, Date Applicant Entered City\County and State Applicant lived before entering
If outside Virginia, was placement made by a government agency? YES( ) NO( )

YES( ) NO( )C. ANSWER THIS QUESTION IF APPLYING FOR MEDICAID, GENERAL RELIEF OR AUXILIARY GRANTS: Does this applicant have a spouse who does not live in the home?

If YES, Spouse's Name Spouse’s Address,
2. YES( ) NO{ ) Have you or anyone for whom you are applying ever applied for, or received, or are currently receiving any benefits from a social services agency, including Food Stamps, AFDC,
TANF, Medicaid, General Relief, Auxiliary Grants, Foster Care, Adoption Assistance, or Refugee Cash Assistance?
APPLICANT'S NAME SOCIAL SECURITY NUMBER TYPE OF BENEFITS RECEIVED
WHEN FROM WHAT COUNTY OR CITY OR STATE

3. YES( ) NO( ) Have you or anyone for whom you are applying ever been convicted of making false or misleading statements about your identity or address to receive TANF, Food Stamps, or
Medicaid in two or more states at the same time? If YES, give date and place of conviction

4. YES( ) NO( ) Areyou or anyone for whom you are applying in violation of parole or probation or fleeing capture to avoid prosecution or punishment of a felony?
If YES, explain

5 YES( ) NO( ) Have you or anyone for whom you are applying been convicted of a felony for actions that occurred after August 22, 1996, for possession, use or distribution of drugs? I YES,
explain

6. YES( ) NO( ) Isthere anything that you would like to talk about with a service worker? This could include concerns about your children, school problems, day care needs, family planning,

referrals to other community organizations, or other problems or concerns. If YES, explain

032-03-824/17 (5/04)



APPLICATION
FOR BENEFITS

PAGE 4

PART XXIV,

VOLUME V,

Page 1a

INSTRUCTIONS

Do not write in the shaded areas. These areas are for agency use only.

Unfold this page. Use this folded page to complete SECTION A: GENERAL INFORMATION. Answer the questions in SECTION A for everyone who lives in
your home, even if you are not applying for that person. You may leave questions about citizenship, immigration and Social Security Number blank for anyone
for whom you are NOT requesting assistance.

Answer the questions in SECTION B: RESOURCES, unless you are applying for TANF or Children’s Health Insurance /FAMIS, for everyone for whom you are
applying. In addition, if applying for TANF or Medicaid also provide resource information for the following persons:

Medicaid: Spouse and children under age 21 who live with a person for whom you are applying.
Parents who live with a child under age 21.
Spouse of a person in a nursing facility, state hospital, or community-based care. Provide the spouse's shelter bills to your worker.

Answer the questions in SECTION C: INCOME for everyone for whom you are applying. In addition, if applying for TANF or Medicaid or Children’s Health
Insurance or FAMIS also provide income information for the following persons:

TANF: Children age 18 or under, even if you are not applying for that child.
Stepparent of the children for whom you are applying.

Medicaid: Spouse and children under age 21 who live with a person for whom you are applying.
Spouse of a person in a nursing facility, state hospital, or community-based care. Provide the spouse's shelter bills to your worker.

Children's Health Insurance/FAMIS Parents and stepparents who live with a child under age 21.

After completing Sections A, B, and C, answer the questions in the sections indicated below, depending on the type of assistance you are requesting.

Food Stamps Section D pp. 8-9

TANF/Medicaid Section E p. 10

Refugee Cash and Medical Assistance Section E p. 10 only for children age 18 and under

Children’s Health Insurance/FAMIS Section Fp. 11

Medicaid/Auxiliary Grants/General Relief Section G p. 11

General Relief Section E p. 10 only for children under age 18
Sections 1 & J p. 12

State and Local Hospitalization SectionH p. 12

Emergency Assistance Section J. p. 12

Auxiliary Grants Section K p. 12

VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

7/05

6. Read YOUR RESPONSIBILITIES on page 13.
7. Read and complete VOTER REGISTRATION on page 13 of this application.

8. Read and complete the last page of this application. Be sure to sign and date the application.
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A. GENERAL INFORMATION (ALL APPLICANTS MUST COMPLETE THIS SECTION) Page 1b

1. EVERYONE IN YOUR HOME

LIST EVERYONE LIVING IN YOUR HOME, even if you
are nol applying for assistance for that person,

LIST YOURSELF ON LINE #1.

Check (¥) YES( ) NO( ) Do you expect any change
in wha lives in your home, either this month or next
month? If YES, explain:

LAST NAME, FIRST, MI, AND MAIDEN
(DO NOT make any entry in the |D# space)

2. TEMPORARILY AWAY FROM HOME

Is this person temporarily away from home?
Check (V) YES or NO

If YES, give the date the person laft and

expected retumn date If more than 60 days,
give the reason for the absencea.

3. RELATIONSHIP TO
PERSON ON LINE
#

Give the relationship of
each

person 1o the person
listed on

Line #1

4. TYPE OF ASSISTANCE REQUESTED (Check (V) type of assistance requested for each
person. Il no assistance is requested, check NONE for that person.

FOOD STAMPS
IMEDICAID/CHILDREN'S HEALTH
INSURANCE/FAMIS

GENERAL RELIEF

EMERGENCY ASSISTANCE

STATE & LOCAL HOSPITALIZATION
WWUXILIARY GRANTS

REFUGEE CASH ASSISTANCE
REFUGEE MEDICAL ASSISTANCE

TANF
INONE

YES( ) NO( )
Dateleft
Expected Return Date
Reason

YES( ) NO{( )
Dateleft_
Expected Return Date
Reason

YES{ ) NO( )
DatelLeft
E ted =Return Date,

Reason

YES({ ) NO( )
Date Left

Expected Return Date
Reason

YES( ) NO( )
Dateleft
Expected Return Date
Reason

YES{ ) NO( )
Dateleft_
Expected Return Date
Reaon

YES{ ) NOJ[ )
Dateleft_
Expected Return Date
Reason

YES( ) NO( )
Date Left

Expected Return Date
Reason

Determine reason person is away.

Determine if any parents or spouses live in the home,
Determine if person under 18 are under parental control,

Determine if anyone is a payee for anyone else

Determine living arrangement, such as subsidized housing for elderly, hospital, incarceration, etc.

If person is in ALF nursing facility, state hospital, or CBC, determine if a spouse, dependent,
child, or dependent relative is in the home.
Determine living arrangement of the minor parent.
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USE THE FOLDOUT TO COMPLETE THIS SECTION

Page 2

5.US. 6. ANSWER ONLY IF AN 7. PLACE OF 9a. RACE Bb. 10. SEX 11. SOCIAL 12. MARITAL 13. VETERAN OR
CITIZEN ALIEN BIRTH (not required) ETHNICITY SECURITY STATUS DEPENDENT
(not required) Give the NUMBER OF A
Check (V) Give the Alien Number and Give the State if bom in the US. or Give the code code 1o Give the code VETERAN
YES or NO Date of Entry for anyone for the Country if born outside of the from the list at Give the code show Sex. Give the number for ta show
whom you are requesting us the bottom of to show anyone for whom you | Marital status. Check (V)
assistance. the page 1o ethnicity. M- Male are requesting YES or NO
If YES, do not show Race. F - Female assistance. 1 - Married
answer You may leave this blank for 8. DATE OF BIRTH 1 - Hispanic or 2 - Never
Question 6. anyone not in the assistance Lating Married
request 2-Not 3 - Divorced
You may leave Hispanic 4 - Widowed
this blank for or Lating 5 - Separated
anyone not in the
assislance
| request
YES| )NO|( )
YES( )NO() Alien Number Place of Birth
Date of Entry Date of Birth
YES( INO( )
Alien Number Place of Birth
YES( )NO( )
Date of Entry Date of Birth
YES( INO()
Alien Number Place of Birth
YES( )NO( )
Date of Entry Date of Birth
YES( )NO()
Alien Number Place of Birth
YES()NO()
Date of Entry Date of Birth
YES({ )NO{ )
YES( )NO( ) Alien Number Place of Birth
Date of Entry Date of Birth
YES{ )NO{ )
Alien Number Place of Birth
YES( )NO( )
Date of Entry Date of Birth
YES(INO()
Alien Number Place of Birth
YES({ )NO( )
Date of Entry Date of Birth
YES()NO()
Alien Number Place of Birth
YES( JNO( )
Date of Entry Date of Birth
Race Code List: 1 -White 2 - BlackiAfrican-American 3 - Amarican Indian/Alaskan Mative 4 - Asian 5 - Native Hawaiian/Other Pacific Islander 6 - American India/Alaskan Nalive and White 7 - Asian and White
§ - Black/African-American and White 8 - American Indian/Alaskan Malive and Black/African-American A - Asian and Black B - Other
For Aliens, photocopy INS d L. Inquire if req 1] gency care. D if sp ed. Obtain sponsor's name address, income, and resources.
For Asylees, verify date asylum was granted.
For Veterans, make referral to V.A,
For Medical Exp | i ive Medicaid entitlement.
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14, MEDICAL 15. EDUCATION 16, DISABILITY/ 17. ANSWER ONLY IF DISABLED 18. ANSWER ONLY
EXPENSES PREGNANT IF PREGNANT
DURING THE 3 STATUS AND APPLYING
MONTHS Give the Last Grade Completed in school, A Check [¥) if the disability reduces or prevents FOR MEDICAID
BEFORE THIS Give the code to show the ability to work or {0 oblain work.

MONTH. Check (V) YES or NO Is the person a High School (HS) or GED graduale? Disability/Pregnant Give the Conception
Status B. Check (¥) if the disability reduces or prevents menth and year and

Check (V) YES or NO Check (¥) YES or NO Is the persen Currently Enrolled in school? If YES, . the ability to care for a child in the home. the Expected Delivery

give the school name and use one of the codes to show enroliment. ND - Not disabled Date, and the number

If YES, give ihe Date DS - Disabled C. Check [¥) if the disability requires someone of Unborn Children.

of the Expense. FT - Enrolled full time BL - Blind 1o be in the home to provide care.

HT - Enrclied half ime CD - Needed 1o care
LT - Enrolled less than half time for disabld
person
ENROLLMENT PG - Pregnant
SCHOOL NAME CODE
YES( )NO( ) A. Last Grade Completed: A. [ ) Ability to work is reduced Conception
Date B. { ) YES ( ) NO HS or GED Graduate B. ( ) Ability to care for child is reduced Delivery
C. { ) YES { )NO Currently Enrolled C. ( ) Someone is needed in the home
# Unborn
YES( JNO( ) A. Last Grade Completed: A. () Ability to work is reduced Conception
Date B. { ) YES { ) NO HS or GED Graduat B. ( ) Ability to care for child is reduced Delivery
C. ( } YES { ) NO Currently Enrolled C. { ) Someone is needed in the home
# Unborn
YES( )NO() A. Last Grade Completed: A, () Ability to work is reduced Conception
Dats B. ( ) YES [ ) NO HS or GED Graduat B. ( ) Ability to care for child is reduced Detivery
C. ( ) YES [ ) NO Currently Enrolled e C. { ) Someone is needed in the home
# Unborn
YES( INO( ) A. Last Grade Completed: A. { ) Ability to work is reduced Conception
Date B. { ) YES ( ) NO HS or GED Graduate B. { ) Ability to care for child is reduced Delivery
C. { ) YES ( ) NO Currently Enrolled C. { ) Someone is needed in the home
# Unborn
YES({ )NO() A, Last Grade Completed: A. () Ability to work is reduced Conception
Date B. { ] YES { ) NO HS or GED Graduate B. ( ) Ability to care for child is reduced Delivery
C. | ) YES ( )NO Currently Enrolled C. { ) Someone is needed in the home
# Unborn
YES( )NC{ ) A Last Grade Completed: A. () Ability to work is reduced Conception
Date B. ( ) YES | ) NO HS or GED Graduate B. ( ) Ability to care for child is reduced Delivery
C. ( ) YES { ) NO Currently Enrolled C. ( ) Someone is needed in the home
# Unborn
YES( )NO( ) A. Last Grade Completed: A. () Ability to work is reduced Conception
Date B. ( ) YES ( } NO HS or GED Graduate B. ( ) Ability to care for child is reduced Delivery
C. ( ) YES ( ) NO Currently Enrolled C. ( ) Someone is needed in the home
# Unborn
YES({ JNO( ) A. Last Grade Completed: A. () Ability 1o work is reduced Conception
Date B. { ) YES ( ) NO HS or GED Graduate B. ( ) Ability to care for child is reduced Delivery
C. | ) YES ( ) NO Currently Enrolled C. ( ) Someone is needed in the home
# Unborn

7/05
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B. RESOURCES

Do not complete this section if you are applying only for TANF, Children’s Health Insurance, FAMIS, or Medicaid for parents of dep children. For all other programs, answer the
resource questions for everyone for whom you are applying. If applying for Medicaid for aged, blind, or disabled adults or medically needy children, also provide resource information for the
additional persons indicated on the INSTRUCTIONS page. Include any resources anyene owns, is currently buying, or is heir to. Include any resources jointly owned with someone else, even if that
person does not live wilh you. List the names of all joint owners. After each joint owner's name, list the percentage (%) of the resource owned by that person. TALK TO YOUR ELIGIBILITY
WORKER IF YOU NEED HELP ANSWERING THESE QUESTIONS, INCLUDING THE PERCENTAGE OWNED.

¥YES( ) NO( ) 1 Cashonhandandnolinabank? If YES, list owner(s) Amount

YES( ) NO( ) 2 Checkingaccount, savings or invesiment account, credit union account, Christmas Club account, CDs or money markel account, individual development account, patient funds for
people in a nursing facility or Assisted Living Facility, or special welfare fund account? List all accounts, even if there is no money in the account. If Yes o savings or investment
account, has the savings accounl been sef up to pay for school expenses, to make a down payment on a house, or 1o start a business? Check () YES( )NO( ) Ifthe savings
account is to pay for school expenses, list the person(s) whose expenses will be paid .If the savings or invesiment account is for another purpose,

VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

PART XXIV,

VOLUME V,

7/05

explain
OWNER(S) TYPE OF ACCOUNT WHERE YES ([ ) NO( ) Isthis resource AMODUNT DATE ACQUIRED
used in your business or trade,
ACCOUNT # including farming? 3
OWNER(S) TYPE OF ACCOUNT WHERE YES [ ] NO( ) Is this resource AMOUNT DATE ACQUIRED
used in your business or trade,
ACCOUNT ¢ including farming? s
OWNER(S) TYPE OF ACCOUNT WHERE YES{ ) NO{( ) Is this resource AMOUNT DATE ACQUIRED
used in your business or trade,
ACCOUNT # including farming? B
YES( ) NO( ) 3. Stocks orbonds, lrust funds, pension plans, retirement accounts, promissory noles, or deeds of trust?
OWNER(S) TYPE OF ACCOUNT WHERE AMOUNT DATE ACQUIRED
ACCOUNT # $
OWNER(S) TYPE OF ACCOUNT WHERE AMOUNT DATE ACQUIRED
ACCOUNT # $
YES( ) NO( ) 4 Hasanyone sold, ransferred, or given away any resources in the last 3 months if applying for Food Stamps?
In the last 2 years, if applying for General Relief? Any resources or income in the last 5 years if applying for Medicaid?
PROPERTY TRANSFERRED VALUE AT TRANSFER AMOUNT RECEIVED EXPLAIN REASON FOR TRANSFER
$ $
FROM WHOM | TO WHOM DATE ACQUIRED DATE TRANSFERRED
Answer the questions below this point (5-12B) gnly if this is an application for Medicaid, General Relief, Emergency Assistance, State and Local Hospitalization,

Auxiliary Grants, or Refugee Medical Assistance.

YES( ) NO( ) 5. Burial plols, burial arrangement or trust funds for burial?

OWNER(S) NUMBER OF PLOTS, WHERE VALUE DATE ACQUIRED
TYPE OF ARRANGEMENT S
AMOUNT CWED
§
OWNER(S) NUMBER OF PLOTS, WHERE VALUE DATE ACQUIRED
TYPE OF ARRANGEMENT §
AMOUNT OWED
$

YES( ) NO( ) 6. Personal property, such as campersiirailers, non-motorized boats, u

lity trailers, tocls, equipment, supplies, or livestock?

OWNER(S)

TYPE

YES( } NO( ) Is this property necessary lo VALUE
your business or Irade, Including farming? $

DATE ACQUIRED

AMOUNT OWED

$




APPLICATION
FOR BENEFITS

VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

PAGE 9

PART XXIV,

VOLUME V,

7/05

Page 5

YES( ) NO( ) 7.Realproperty, including life estates, land, buildings, or mobile homes? If YES, do you live there? Check (¥) YES( ) NO ()
OWNER(S) TYPE (INCLUDE NUMBER OF ACRES) YES( ) NO( ) Currently rented VALUE DATE ACQUIRED
YES( ) NO( ) Income producing $
YES( ) NO( ) Currently for sale AMOUNT OWED
$

YES( ) NO( )

8. Licensed or unlicensed vehicles, such as cars, trucks, vans, motorbo

ats, motor homes, mobile homes, recreational vehicles, or motorcycles/mopeds?

OWNERS TYPE OF VEHICLE: YEAR-MAKE-MODEL CURRENTLY LICENSE # VALUE EXPLAIN HOW VEHICLE IS USED DATE ACQUIRED
LICENSED? S
VEHICLE ID# YES( ) NO( ) AMOUNT OWED
$
OWNERS TYPE OF VEHICLE: YEAR-MAKE-MODEL CURRENTLY LICENSE # VALUE EXPLAIN HOW VEHICLE IS USED DATE ACQUIRED
LICENSED? $
VEHICLE ID# AMOUNT OWED
YES( ) NO( ) $
YES( ) NO( ) 9. Healthinsurance?
POLICY HOLDER COMPANY NAME, ADDRESS, PHONE BEGIN DATE ID NUMBER TYPE OF COVERAGE PERSON(S) INSURED
END DATE PREMIUM AMOUNT
$
POLICY HOLDER COMPANY NAME, ADDRESS, PHONE BEGIN DATE ID NUMBER TYPE OF COVERAGE PERSON(S}) INSURED
END DATE PREMIUM AMOUNT
$
YES () NO( ) 10. Medicare?
PERSON INSURED CLAIM NUMBER CHECK (V) BEGIN DATE PREMIUM PAYMENT METHOD
() PART A
() PARTB END DATE
PERSON INSURED CLAIM NUMBER CHECK (V) BEGIN DATE PREMIUM PAYMENT METHOD
() PART A
() PARTB END DATE
YES () NO( ) 11. Life insurance policies?
OWNER(S) PERSON(S) INSURED COMPANY NAME, ADDRESS, PHONE TYPE OF POLICY POLICY NUMBER FACE VALUE CASH VALUE DATE ACQUIRED
] $
OWNER(S) PERSON(S) INSURED COMPANY NAME, ADDRESS, PHONE TYPE OF POLICY POLICY NUMBER FACE VALUE CASH VALUE DATE ACQUIRED
$ $

YES( ) NO( ) 12A. Does anyone expect to receive any money because of a legal suit involving personal injury or property damage? If YES, explain.
YES( ) NO( ) 12B. Does anyone expect a change in resources this month or next month? If YES, explain and give date change is expected.

EXPLAIN
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C. INCOME (ALL APPLICANTS MUST COMPLETE THIS SECTION)

Answer the income questions for everyone for whom you are applying. If applying for TANF or Medicaid, also provide income information for the additional persons indicated on
the INSTRUCTIONS page. And for TANF and Medicaid/Children’s Health Insurance/FAMIS for children, also provide income information for the child’s parent or stepparent
living in the home; or any person living with the parent as husband or wife. If the parent is a minor under age 18 (for TANF) or under age 21 (for Medicaid), also provide

income information for the parent of the minor parent.

1. Does anyone receive any of the following types of money from working? Check (V) YES or NO for each type. If YES, give the information requested.

YES () NO( ) Wages/salary YES() NO( ) Vacation Pay YES () NO( ) Faming/fishing YES() NO( ) Otherself
YES() NO( ) Contractincome YES () NO( ) Eamed sick pay YES( ) NO( ) Domestic work employment
YES () NO( ) Commissions, YES () NO( ) Babysitting/day care YES() NO( ) Oddjobs YES () NO( ) Any other money
bonuses, tips from working
FERSON RECEIVING MONEY EMPLOYER'S NAME, EMPLOYMENT HOURS RATE OF PAY HOW OFTEN DAY OF THE GROSS MONTHLY PAY
FROM WORKING ADDRESS PHONE NUMBER BEGIN DATE WORKED PAID WEEK PAID BEFORE DEDUCTIONS
PER MONTH
$
FER $
§
FER $
$
PER m

2. Does anyone receive any other type of money? Check () YES OR NO for each type. If YES, give the information requested.

YES( ) NO( ) Social Securty YES () NO( ) Child support, alimony YES () NO( ) Cash gifts or contributions YES() NO( ) Loans
YES() NO() SSI YES () NO( ) Military Allctment YES( ) NO( ) Public Assistance YES () NO( ) Training allowances
YES() NO( ) VAbenefits YES () NO( ) Unemployment benefits YES () NO( ) Room/board income including WIA
YES () NO( ) Biack Lung benefits YES () NO( ) Worker compensation YES () NO( ) Rental Income YES () NO{( ) Inheritance
YES () NO( )} Railroad retirement YES () NO( ) Strike benefits YES () NO( ) Prize winnings YES () NO( ) Al food, clothing, utilities, or rent
YES () NO( ) Other retirement YES () NO( ) Interest, dividends YES () NO{( ) Insurance settlement YES () NO( ) Any other type of money
PERSON RECEIVING MONEY TYPE OF MONEY RECEIVED HOW OFTEN RECEIVED WHEN RECEIVED GROSS MONTHLY AMOUNT
BEFORE DEDUCTIONS
$
$
$
$
For Self Employment Income, determine expenses. For Food Stamps, investigate voluntary quit/work reduction.
For Day Care Income, determine whether child lives in the home, number of snacks or meals, expenses. For TANF, determine the day care option.
For Roomer/Boarder Income, determine whether heat is provided, number of meals provided per day. For Medicaid, determine income of spouse, dependent child,
For Rental Income, determine whether properly is actively self-managed, expenses. or dependent relative of person in nursing facility, state
For Earmed Income, determine whether earnings include EITC advance payments. hospital, or CBC.

Inquire if SSI has been applied for.




APPLICATION
FOR BENEFITS

VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

PAGE 11

PART XXIV,

VOLUME V,

7/05

YES( ) NO( ) 3.Has anyone been fired, laid off, gone on sick or maternity leave, gone on strike, quit a job or reduced hours worked in the last 60 days?

Page 7

NAME OF PERSON EMPLOYER'S NAME, ADDRESS [ EMPLOYED HRS./WK. RATE OF HOW OFTEN DATE LAST PAY
PHONE FROMTO WORKED PAY PAID RECEIVED

REASON FOR LEAVING,
REDUCING HOURS

§

PER

YES( ) NO( ) 4. Does anyone besides the people for whom you are applying pay directly for you, help you pay, or lend you money to pay rent, ut
bills? Or, does anyone totally supply food or clothing for you or someone else on a regular basis?

es, medical bills or any other

PERSON RECEIVING HELP PERSON PROVIDING HELP m TYPE OF HELP AMOUNT DOES MONEY COME IS THIS A LOAN? IS REPAYMENT
_ RECEIVED DIRECTLY TO YOU? EXPECTED
“ $ YES( ) NO( ) YES( ) NO( ) YES( ) NO( )
“ PER
_ $ YES( ) NO( ) YES( ) NO( ) YES( ) NO( )
“ PER

YES( ) NO( ) 5.Has anyone applied for or received student financial aid or work-study for a current school term at a college or university? Or, any school or training program

beyond the high school level? Or, any school or training program for the physically or mentally disabled?

SCHOOL EXPENSES
NAME OF PERSON TYPE OF AMOUNT PERIOD COVERED TUITION BOOKS! TRANSPOR- DEPENDENT ROM & OTHER
FINANCIAL AID | FEES SUPPLIES TATION CARE BOARD (specify)
FROM
$ o $ $ $ $ $ $
FROM
$ . $ $ $ $ $ $
YES( ) NO( ) &.Does anyone expect any change in the type of money received, employment, or hours worked, either this month or next month?
If YES, explain and give date:
YES( ) NO( ) 7.Does anyone have a day care expense for a child, an elderly person, or an adult with a disability?
PERSON PAYING FOR CARE PERSON RECEIVING CARE CHECK (V) IF PROVIDER'S NAME, ADDRESS, PHONE NUMBER AMOUNT PAID
DISABLED
. 5
() Disabled PER
$
() Disabled PER

YES( ) NO( ) 8.Does anyone pay legally obligated child support to someone not in the household? If YES, person paying:

Person supported: Amount paid and how often:

YES( ) NO( ) 9.ANSWER ONLY IF SOMEONE IS APPLYING FOR MEDICAID AND IS BLIND OR DISABLED: Does this person have a work related expense?

If YES, give amount and explain:
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D. FOOD STAMPS

1. List the name of the person who is the head of your household:

NOTE: Refer to the Benefit Programs Booklet for information about naming the Head of Household.

YES( ) NO( ) 2 Would you like to name an authorized representative who could apply for food stamps for you, access your food stamp account to buy food for you, or receive food
stamp correspondence and notices for you? You may have only one representative who can access your benefits.

NAME, ADDRESS, PHONE NUMBER OF AUTHORIZED REPRESENTATIVE(S) CHECK (¥) EACH DUTY AUTHORIZED FOR THAT PERSON

() Apply for food stamps () Recelve correspondence
Awmmnmzmaoamﬂmsnm
A
A

) Apply for food stamps () Receive correspondence
) Receive food stamps

An authorized representative must have written permission to apply for food stamps. This permission may be given in the space above or in a letter. Only the
head of the household, the spouse, or any adult member of the household age 18 or older may give permission for a representative.

YES( ) NO( ) 3.Isanyone living in your home NOT included on your Food Stamp application?

If YES, do you and everyone for whom you are applying usually purchase and prepare meals apart from these people? Or, do you intend to do so if your
application for Food Stamps is approved? Check (V)YES( ) NO ( ) IFYES, list names:

YES( ) NO( ) 4.lIsanyone living in your home a roomer or a boarder? If YES, list names:

YES( ) NO( ) 5.Isanyone age 60 or older, OR approved to receive Medicaid because of a disability, OR receiving any type of disability check?

If YES, list all current medical expenses for these people, including Medicare premiums, other medical insurance premiums, medical and dental bills,
psychotherapy, prescription drugs, eye glasses, dentures, hearing aids, transportation for medical services, nursing services, and any other medical bills. ALSO,

indicate how you would like these medical expenses deducted in order to determine your food stamp benefits. TALK TO YOUR WORKER BEFORE ANSWERING
METHOD OF DEDUCTION.

PERSON WITH EXPENSE TYPE OF EXPENSE AMOUNT NAME, ADDRESS, PHONE NUMBER OF DOCTOR, HOSPITAL, METHOD OF DEDUCTION
PHARMACY

Lump sum
Monthly average
Expected payment

Lump sum
Monthly average
Expected payment

Lump sum
Monthly average
Expected payment

R i N
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YES( ) NO( ) 6.Does anyone have any shelter expense for rent or mortgage, real estate tax, property tax on a mobile home, home owner’s insurance, electricity, gas, kerosene,
coal, oil, wood, water or sewer, telephone, or initial installation fee for utilities or telephone? If YES, answer question a, b, and c. Then, give the information

requested in boxes.

a. YES( ) NO( ) Areany utilities included in your rent? If Yes, leave the boxes for those expenses blank.
b. YES( ) NO( ) Aretaxes orinsurance included in your mortgage payment? If Yes, leave those boxes blank.

c. YES( ) NO( ) Do you have an expense for telephone services? If Yes, does anyone living in your home but not included on your Food Stamp application
Check (V) YES ( ) or NO( )

help you pay your telephone bi

If YES, explain:
EXPENSE Rent or Mortgage Taxes Insurance Electricity Gas Kerosene Coal Oil Wood Water/Sewer Garbage Installation
AMOUNT BILLED $ $ $ $ $ $ $ $ $ $ $ $

HOW OFTEN

WHO PAYS BILL

YES( ) NO( ) 7.Does anyone have or expect to have an expense for heating or cooling the home? Or, has anyone received assistance from the Fuel Assistance Program during
this past year?

If YES, check (V) whether you would like your food stamp benefits determined using your actual utility expenses or a standard amount we use for these expenses.
TALK TO YOUR WORKER BEFORE ANSWERING. Actual Utility Expenses ( ) Utility Standard ( )

If the Utility Standard is selected, does anyone living in your home but not included on your Food Stamp application help you pay your heating or cooling bill?
Check (V)YES () NO( ) IfYES, explain:

YES( ) NO( ) 8. Are you staying temporarily in someone else’s home, an emergency shelter, welfare hotel, other halfway house, or a place not usually used for sleeping? If
temporarily staying in someone else's home, give the date you moved in:

If YES, check (V) whether you would like your food stamp benefits determined using your actual shelter expenses or a standard amount we use for these expenses. TALK
TO YOUR WORKER BEFORE ANSWERING.  Actual Shelter Expenses ( ) Homeless Shelter Allowance ( )

YES( ) NO( ) 9.Does anyone have a shelter expense for a home (rented or owned) that is temporarily not lived in because of employment or training away from home, illness, or
a disaster?

REASON FOR NOT LIVING DOES PERSON INTEND TYPE AND AMOUNT OF IS SOMEONE ELSE LIVING THERE? IF SOMEONE ELSE LIVES THERE,
THERE TO RETURN? SHELTER EXPENSES DOES THAT PERSON PAY RENT?

YES( ) NO( ) YES( ) NO( ) YES( ) NO( )
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E. FINANCIAL AND MEDICAL ASSISTANCE FOR FAMILIES WITH

CHILDREN

Page 10

(ASK FOR AN EXTRA PAGE IF YOU NEED MORE SPACE)

ANSWER QUESTIONS 4, 5 AND 6 ONLY IF ANSWER TO QUESTION 3 IS
“SEPARATED, LIVING APART” AND YOU ARE APPLYING FOR MEDICAID.

1. CHILD/PARENT 2. PARENT'S 3. REASONS FOR ABSENCE 4. FINANCIAL SUPPORT 5. PHYSICAL CARE 6. GUIDANCE 7. IMMUNIZATION
INFORMATION STATUS
{Answer only if the answer 1o question 2 is Does the ABSENT PARENT Does the ABSENT Does the ABSENT (Answer only if applying
List each child for whom you Check if eithar “absent” and you are applying for Medicaid.) requilarly provide monthly Parent regularly make PARENT regulary forTANF and the child is
are applying. Then, list the PARENT is: financial suppan? sura the child eats, particpate in the child's not in school.)
names of both parents. For each ABSENT PARENT, check reason for sleeps, activities, attend schoal
absence. Check (v) YES or NO bathes, d co ces, and share in | Has the child received ALL
YOU MUST IDENTIFY BOTH properly, and gets decisions about of the immunizations
PARENTS IN ORDER TO If YES, give amount, and haw proper medical discipline? required according to the
RECEIVE TANF. IF YOU i __m 2 often received, cara? child's age?
INTENTIONALLY F Il s = | 2 Check (V) YES or NO
MISIDENTIFY A PARENT, =5 | <|FE g§|2 Check (V) YES or NO Check (v) YES or NO or
YOU SHALL BE 2|z ol e 5|8 UNKNOWN
PROSECUTED AR 2|3 2|2
|6 3
E|Z | B o | B 8¢z
a s = Z |
o o ol z
& | g Elge|5|e|5|88e|z2|%
z |4 cl2|83g|E[2]|25|E |38
zZ |2 2|8 B1862[2 |8 |&|Eglelz]|3g
z | @ gl |23|c |8 |u|EE|G|E|2
= =] o < o ag| £ =] w wa| & < @
CHILD'S NAME YES( ) NO()
UNKNOWN ( )
MOTHER YES( ) NO( ) YES( ) NO{( YES() NO( )
3 PER
FATHER YES( ) NO{( ) YES() NO{) YES() NO{( )
$ PER
CHILD'S NAME YES( ) NO()
UNKNOWN ( )
MOTHER YES() NO() YES() NO{() YES() NO()
S PER
FATHER YES( ) NO{( ) YES() NO() YES() NO()
$ PER
CHILD'S NAME YES() NO{)
UNKNOWN ( )
MOTHER YES( ) NO{ ) YES() NO() YES () NO( )
5 PER
FATHER YES{ ) NO( ) YES{ ) NO{) YES( ) NO()
H PER
CHILD'S NAME YES() NO( )
UNKNOWN { )
MOTHER YES( ) NO( ) YES( ) NO( ) YES({) NO( )
$ PER
FATHER YES( ) NO{( ) YES( ) NO() YES() NO()
$ PER
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F. CHILDREN’S HEALTH INSURANCE/FAMIS

YES ( ) NO{ ) 1. Didany of the children listed above have health insurance in the past 4 months? If yes, (a) list name of child, type of insurance, such as

YES ( ) NO( ) 2

YES ( ) NO( ) 3.

doctor, hospital, drugs, dental, vision, etc., and the date the insurance ended; and (b) select the reason the insurance ended.
Child: Type of insurance:

Date ended

Reason insurance ended:

() The parent or stepparent changed jobs or stopped employment and no other employer contributes to the cost of family coverage.

( ) The parent or stepparent’s employer stopped contributing to the cost of family coverage and no other employer contributes to the cost of
family coverage.

{ ) Child uninsurable—insurance company discontinued coverage. (Provide proof that coverage stopped by insurance company)

() Cost exceeded 10% of monthly income (before taxes). (Provide proof of cost of monthly premium)

( ) Stopped/dropped by someone other than parent or stepparent.

(

(

) Stopped/dropped Cobra policy
) Other

Is any member of the family, including a stepparent who lives in the home, employed by a State or Local Government agency? If yes, list
name of family member(s) and agency name:

Does the employer of any member of the family offer health insurance for family members? If yes, list the names of the children listed on this
application who can get insurance through the employer?

G. AGED, BLIND OR DISABLED INDIVDUALS

YES( ) NO(

YES( ) NO(

YES ( ) NO(

YES ( ) NO(

YES ( ) NO(

YES ( ) NO(

YES ( ) NO(

) 1.

Have you ever applied for Supplemental Security Income (SSI) or social security as a disabled person? If YES, date applied:
Check one: ( ) No DecisionYet  ( ) Application Approved ( ) Application Denied

If your application was denied, did you file an appeal of the denial? If yes, explain the action taken by the Social Security Administration
(SSA) on the appeal request?

Has it been less than 12 months since your most recent application for social security or SSI disability benefits was denied? If yes, list the
medical conditions that you asked SSA to evaluate.

Has your condition changed or worsened since your most recent application for social security or SSI disability benefits was denied. If yes,
explain how your condition has changed or worsened.

Do you have a new condition that has occurred since your most recent application for social security or SS| disability benefits was denied? If
yes, explain the new condition.

Did you receive an Auxiliary Grants check that has stopped? If yes, explain when and why the payments stopped.

Did you receive a SSI check that has stopped? If yes, explain when and why the payments stopped.
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H. STATE AND LOCAL HOSPITALIZATION

YES ( ) NO ( ) Have you received or will you be receiving in-patient/out-patient hospitalization services, or ambulatory surgical services, or services through a
health department clinic? If YES, please fill out the following:

PERSON RECEIVING SERVICES NAME OF HOSPITAL OR CLINIC IF SERVICE HAS ALREADY BEEN RECEIVED, GIVE THE DATES BELOW
DATE ADMITTED: DATE DISCHARGED:

If you were hospitalized as the result of an accident, complete the following:

WHAT HAPPENED, WHERE, HOW NAME, ADDRESS OR PERSON AT FAULT IS A LIABILITY SUIT PLANNED
OR IN PROGRESS?
YES( ) NO( )

NAME, ADDRESS OF ALL INSURANCE COMPANIES INVOLVED NAME, ADDRESS, PHONE NUMBER OF YOUR ATTORNEY

l. GENERAL RELIEF

YES( ) NO( ) Does anyone have any responsibility for rent or utility bills (not telephone), even if someone else helps pays?

J. GENERAL RELIEF/EMERGENCY ASSISTANCE

YES( ) NO( ) Does anyone have any emergency food, rent, utility (not deposits), medical, clothing, transient or relocation expenses?

DESCRIPTION AND CAUSE OF EMERGENCY

K. AUXILIARY GRANTS

YES( ) NO( ) 1. Do you own any household goods or personal effects which are worth more than $500, such as silver, fine china, furs, artworks, expensive
jewelry, or other expensive items?

DESCRIPTION AND VALUE OF ITEMS

YES( ) NO( ) 2. Do you owe ordid you pay in the month or application any bills you had before you entered the assisted living facility or adult family care?

DESCRIPTION OF BILLS DATES OF BILLS DATES BILLS PAID
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YOUR RESPONSIBILITIES (READ THIS SECTION CAREFULLY BEFORE SIGNING THIS APPLICATION)

CHANGES

You must report the following changes for the Medicaid Program
within 10 days. You mus! report thase changes for the Auxiliary
Grants and General Rellef Programs the day the change occurs
or the first day that the agency is open after the change occurs
The following examples of changes may include some that do nat
have to be reported for every program. If you are not sure
whether to reporl a particular change, please discuss lhe change
with your worker,

1)  Change of address and any changes in sheller costs due to
the move

2]  Change in the persans in the household — person left,
parson born, efe.

3) Change in source of income, getting a new job, stopping a
|eb, ather benefits, etc.

4)  Change in work hours from part-time to full-time or full-time
to part-time

5) Change in rate of pay per houriday, etc.

6] Change in the amounlt of monthly income received cther
than from a job.

7]  Change In resources

8)  Change In molor vehicles owned

9) Change in marital status

10) Person in home is no longer disabled

11) Change in dependent care expenses

12) Olher changes that may affect eligibility for a program or the
amaunt of assistance

You musl report the following changes for the Food Stamp and
Temporary Assistance for Needy Families (TANF) Programs within
10 days. but no later than the 10" day of the month after the
change cccurs.

1} Change in household income that exceeds 130% of the
Federal poverty level. See the Change Report for amaunts.
2) Change in address.

3)  An eligible child has left the home.
4) Changes needed for VIEW (TANF work program).
5)  Change in work hours for some food stamp recipients.

PENALTIES FOR FOOD STAMP VIOLATIONS

You must not give false information or hide information to get
food stamps. You must not trade or sell EBT cards. You
must not use food stamp benefits to buy non-food items, such
as alcohol, tobacco or paper products, You must not use
someone else's, EBT card for your household.

Anyone who intentionally breaks any of these rules could be
barred from the Food Stamp Program for 12 months (1"
violation), 24 ths (2" violation), or per ly (3"
violation); subject to $250,000 fine, imprisoned up to 20 years,
or both; and suspended for an additional 18 months and
further prosecuted under other Federal and State laws.

Anyone who intentionally gives false information or hides
information about identity or residence to get food stamps in
more than one locality at the same time could be barred for 10
years.

Anyone court convicted of trading or selling food stamps of
$500.00 or more could be barred permanently.

Anyone court convicted of trading food stamps for a
controlled substance could be barred for 24 months for the 1"
violation, permanently for the 2™ violation.

ps for firearms,

Anyone court icted of trading food
ives could be barred permanently for

,or
the first violation.

Anyone convicted of a drug-related felony for actions that
occurred after August 22, 1996, could be barred permanently.

PENALTIES FOR TANF VIOLATIONS

You must not knowingly give false information, hide nformation, or
fail to report changes on lime in order o receive TANF or to
receive supportive or transitional services such as child care or
assistance with transportation.

If you are found guilty of intentionally breaking these rules, you will
be Ineligible o receive TANF for yourself for 6 months (17
violatien}, 12 months (2™ violation), or parmanently (3" violation).
In addition, you may be proseculed under Federal or State law,

Anyone convicted of misrep g his or her residence to gel
TANF, Medicaid, Food Stamps or SS1in two or more stales is
ineligible for TANF for 10 years.

Anyone convicted of a drug-related felonyfor actions that
occurred after August 22, 1996, could be barred permanently.

INFORMATION ABOUT THE DIVISION OF CHILD
SUPPORT ENFORCEMENT (DCSE)

In order to receive TANF, you are required to assign all of your
rights 1o financial support paid 1o you and to everyone else for
whom you are receiving TANF. You must give to DCSE any
support payments you receive after you receive your first TANF
check. By accepting the TANF check, you are agreeing lo assign
these rights.

VOTER REGISTRATION

Check one of the following:

{ ) | am not regislered lo vole where | currently live now, and would you like to register lo vole here today. | cerlify thal a voler registration application form was given lo me to complete. (If you would
like help filling oul the voter regisiration applicalion form, we will help you. The decision to accept help is yours. You also have the right to complete your voler regisiration application form in private.

| am registered to vote al my currenl address. (If already regislered at your current address, you are no! eligible to regisler to vote.)

()
() | do nol want to apply to register to vote today,
()

| do want to apply fo regisler to vote, please send me a voter registration form

Applying to register ar declining to registar lo vote will not affect the assistance or services that you will be provided by this agency. A decision nol to apply lo register to vote will remain confidential. A
decision to apply to register to vote and the office where your application was submitted will also remain confidenlial and may only be used for voler registralion purposes. If you believe that scmeone has
interfered with your right to regisier or lo decline to register lo vole, you right to privacy in deciding whether lo register to vote, or your right in applying to register lo vote, you may file a complaint with

Secretary of the Virginia State Board of Elections, Ninth Streel Office Building, 200 Nerth Ninth Street, Richmond, VA 23219-3497, (B04) T86-6551. |

Agency Use Only:  Face-lo-face interview nol required. A voler registration form was mailed.
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BY MY SIGNATURE BELOW, | DECLARE:

» | understand all othe information in the GENERAL INFORMATION and the YOUR RESPONSIBILITIES sections of this application

e | understand that if | refuse to cooperate with any review of my eligibility including review by Quality Control, my benefits may be denied until | cooperate.

e | understand that if my application is for Food Stamps, failure to report or verify any of my expenses will be seen as a statement by my household that | do not want to receive a
deduction for unreported expenses.

o | understand that Medicaid, FAMIS, and DMAS contractors may exchange information relating to my child(ren)'s coverage with local educational agencies, to assist with
application, enrollment, administration, and billing for services provided to my child in schools. | understand that | can revoke the consent to disclose information at any time.

e | understand that to receive benefits from the Medicaid/Children's Health Insurance/FAMIS programs, | must agree to assign my rights and the rights of anyone for whom | am
applying to medical support and other third-party payments to the Department of Medical Assistance Services. If | do not agree to assign my rights, | will be ineligible for
Medicaid.

e | understand that all money | receive for diagnosis or treatment of any injury, disease, disability, or medical care support must be sent to the Third-Party Lial
Department of Medical Assistance Services, Suite 1300, 600 East Broad Street, Richmond, VA 23219.

« | understand that | have the right to file a complaint if | feel | have been discriminated against because of race, color, national origin, sex, age, disability, or religious or political
beliefs.

« | understand that if | am applying for Medicaid/Children's Health Insurance/FAMIS for my children, | can apply for and receive services from the Division of Child Support
Enforcement, but failure to apply for the services will not affect my child(ren)'s eligibility. If | am applying for Medicaid, failure to cooperate my cause my ineligibility for
Medicaid.

e | understand that | have the right to appeal and have a fair hearing if | am: (1) not notified in writing of the decision regarding my application within specified time frames10 days;
(2) denied benefits from the programs for which | applied; or (3) dissatisfied with any other decision that affects my receipt of Medicaid/Children’s Health Insurance. For FAMIS,
there will be no opportunity for review of a negative action if the sole basis for the action is exhaustion of funding.

« | will report any changes in my situation within the time frames specified on page 13 to my local department of social services.

e | have given true and correct information on this application to the best of my knowledge and belief. | understand that if | give false information, withhold information, or fail to
report a change promptly or on purpose, | may be breaking the law and could be prosecuted for perjury, larceny, and/or welfare fraud. | understand that if | help someone
complete this form so as to get benefits he or she is not entitled to receive, | may be breaking the law and could be prosecuted

= | understand that my signature on this application certifies, under penalty of perjury, that | am (unless applying for emergency services only) a U.S. Citizen or alien in lawful
immigration status.

» | authorize the Department of Social Services and the Department of Medical Assistance Services to obtain any verification necessary to both determine and review financial
or medical assistance eligibility. This authorization includes the release of any medical or psychological information obtained from any source to any state or local agency that
may review this application and the release to the Department of Medical Assistance Services of any information in any medical records pertaining to any services received by
me or anyone for whom | applied. This authorization is valid for one year from the date of my signature below. | understand that this time limit does not apply to investigations
regarding possible fraud.

ty Section,

| received the Benefit Programs Booklet YES ( ) NO( ) MEDICAID APPLICANTS: | received the Medicaid Handbook YES( ) NO( )

TANF APPLICANTS: The diversionary assistance program was explained tome. YES( ) NO( )
The family cap provision was explained tome. YES( ) NO{( )

led in this application myself. YES( ) NO( ) IfNO, it was read back to me when completed. YES () NO( )

APPLICANT'S OR AUTHORIZED REPRESENTATIVE'S SIGNATURE OR MARK DATE SPOUSE'S OR AUTHORIZED REPRESENTATIVE'S SIGNATURE OR MARK (NOT NEEDED DATE
FOR FOOD STAMPS)
WITNESS TO MARK OR INTERPRETER DATE WORKER'S SIGNATURE DATE

Complete the box below if this application was completed for the applicant by someone else.

NAME OF PERSON COMPLETING APPLICATION DATE ADDRESS

PHONE NUMBER  (HOME) (WORK) REALATIONSHIP TO APPLICANT
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APPL| CATI ON FOR BENEFI TS

FORM NUMBER - 032-03-824

PURPOSE OF FORM - To record a househol d's request for assistance and to
provide information about the current situation needed to determ ne
eligibility.

NUMBER COF COPI ES - One.

DI SPCSI TI ON OF FORM - The application is to be conpleted by or on behal f of
t he applying household. The conpleted application may be nailed to the
agency or conpleted at the agency prior to or during an interview The
conpl eted application is to be filed in the eligibility case record. The
application nmust be retained for a mnimumof three years.

The application nmay be used to apply for benefits of other programs if
assistance is requested within three nonths of the original filing date.
The date of the application in this instance is the date of the secondary
request.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - General instructions appear of the
formfor conpletion.

I f changes need to be nade after the application is conpleted, the
applicant should wite the revised information near the original entry.
The applicant nust initial and date the changes. Except for agency-use
sections, eligibility workers nmay not add to or wite on a conpl eted
application.

TRANSM TTAL #95-2
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Commonwealth of Virginia
Department of Social Services
ELIGIBILITY REVIEW — PART A

CASE NAME

CASE NUMBER

PROGRAM(S)

LOCALITY

WORKER

DATE RECEIVED

CASE NAME

CASE NUMBER

PROGRAM(S)

LOCALITY

WORKER

DATE RECEIVED

This is a review to determine if you continue to be eligible for benefits. Please give correct and complete information on both Part A (this form) and Part B (Separate Form).
IF YOU ARE REPORTING A NEW HOUSEHOLD MEMBER, COMPLETE THE INFORMATION ON THE BACK OF THIS PAGE FOR THE NEW MEMBER.

A. HOUSEHOLD INFORMATION

1. Give your name, address and phone number.

NAME

PHONE NUMBER (HOME)

(WORK)

ADDRESS (INCLUDE CITY, STATE AND ZIP CODE)

DIRECTIONS TO HOME

MAILING ADDRESS (IF DIFFERENT)

2. List yourself on the first line. Then, list everyone else living in your home, even if you are not applying for that person. Include people temporarily away

and check the "AWAY" block for them. Give the information requested for each person.

NAME (IF AWAY, CHECK AWAY BLOCK) PROGRAM(S) REQUESTED 'You may leave this blank
for anyone not in the
assistance request. CHECK (V) IF
IN SCHOOL?
RELATION- SOCIAL
LAST, FIRST, MIDDLE INITIAL (MAIDEN) FOOD IF OTHER, SHIP SECURITY DATE OF |MARITAL IF IN SCHOOL
AWAY | STAMPS | TANF | MEDICAID SPECIFY. NONE | TO YOU NUMBER BIRTH | STATUS YES NO [NAME OF SCHOOL

If you answer “YES” to any of the following questions, please explain below.

Is anyone in violation of parole or probation or fleeing capture to avoid prosecution or punishment of a felony?
Has anyone been convicted of a felony that occurred after August 22, 1996, for possession, use, or distribution of drugs?

Is anyone now blind, totally incapacitated, too ill or injured to work, pregnant, or needed to care for an incapacitated person?
Have any of your children received any immunizations since approval of your original application or since your most recent review?
Have you or anyone for whom you are applying ever been convicted of making false or misleading statements about your address

YES( ) NO( ) 3.
YES( ) NO( ) 4.
YES( ) NO( ) 5.
YES( ) NO( ) .
YES( ) NO( ) 7.

or identity to receive TANF (AFDC), Food Stamps, or Medicaid in two or more areas at the same time?

If YES, explain:

032-03-729A/10 (3/03)
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8. NEW HOUSEHOLD MEMBER INFORMATION — Give the following information for any new household member you are reporting for the first time. For TANF and
FOOD STAMPS, also give this information for any new member you have verbally reported since your original application or since your most recent eligibility review.

_ _ CHECK (V) | CHECK (v)

NAME RELATION- SOCIAL | DATE e h | ALIEN IFIN IF A
LAST NAME, FIRST, MI (MAIDEN) PROGRAM(S) SHIP SECURITY | OF RACE |HISPANIC [SEX |MARITAL|CITIZEN- REGISTRATION | LAST | SCHOOL VETERAN
REQUESTED TO YOU NUMEER® |BIRTH YES | NO STATUS | SHIP* | NUMBER® ENPUm.<mm NO |[YES | NO

* -You may leave this blank for anyone not in the assistance request.
** - Not required.
YES({ ) NO( } 9. Isanyone listed above blind, tolally incapacitated, loo ill or injured to work, pregnanl, or needed to care for an incapacitated person? Il YES,

explain:
YES( ) NO( ) 10. Is anyone listed above in violation of parole or probation, or fleeing caplure o avoid prosecution or punishmenl of a felony? If Yes, explain:
YES( ) NO( ) 11. Has anyone listed above been convicted of a felony that occurred after August 22, 1996, for possession, use, or distribution of drugs? If YES, explain:

YES( ) NO( ) 12. Has anyone listed above ever been convicled of making false or misleading statements aboul your address or identity to receive TANF
(AFDC), Food Slamps, or Medicaid in two or more areas at the same lime? If YES, give date and place of conviction:

YES( ) NO( ) 13. (DOES NOT APPLY TO FOOD STAMPS OR TANF): Does anyone listed above have any unpaid medical expenses during the last 3 months?

YES( ) NO( ) 14. (DOES NOT APPLY TO FOOD STAMPS): If applying for children, list the name(s) and address(es) of any absent parenl(s):

YES( ) NO( ) 15 (DOES NOTAPPLY TO FOOD STAMPS OR TANF): If the parents are separated and living apart, does the absent parent(s) provide financial
support, physical care, or guidance? If YES, explain:

ASSIGNMENT OF RIGHTS TO MEDICAL SUPPORT: As long as you are covered by Medicaid or State/Local Hospitalization (SLH), you are required to assign
all of your rights to medical support to the Department of Medical Assistance Services (DMAS) and give to DMAS any payment for medical services you receive
from another insurer. You are also required to assign these same righis for everyone else for whom you have the legal right tc do so. Failure to assign your rights
will make you ineligible for Medicaid or SLH. Failure to assign the rights of anyone else will not make that person ineligible for Medicaid. If you are unwilling to
assign the rights of a new household member(s), initial the block below and list the name(s) of the person(s) whase rights you do not wish to assign. Otherwise,
your signature indicates you agree lo assign the rights of the new household member(s).

O | refuse to assign the rights of

Your Signature or Authorized Representative's Signature or Mark Date Witness for Mark Date

By my signature below, | declare that the household member(s) for whom | am requesting Food Stamps, TANF, Medicaid (unless | am applying for emergency
medical services only), is/are either a U.S. citizen(s) or alien(s) in lawful immigration status, and | declare under penalty of law that all information on this form is
correct and complete to the best of my knowledge and belief. The Virginia Department of Social Service is an equal opporlunity provider. | understand that if
there is a food stamp claim against my household, the information on this application, including all SSNs, may be referred to federal and state agencies as well as
private claims collection agencies for claims collection action.

Your Signature or Authorized Representative's Signature or Mark Date Witness for Mark Date
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Commonwealth of Virginia NAME CASENUMBER PROGRAM() [ LOCALTTY
Department of Social Services
ELIGIBILITY REVIEW - PART B |- R SROGRHE T ToaATY

B. RESOURCES Answer for everyone for whom you are applying. Include any resources anyone owns, is ‘buying, or is heir to. Incl

WORKER'S DATE RECEIVED

ude any resources jointly owned with

someone else, even if that person does not live with you. List the names of all joint owners. After each joint owner’s name, list the percentage (%) of the resources owned by that
person. Talk to your eligibility worker if you need heip answering these questions, including help with the percentage owned.
[ YEs [ NO 1. Doesanyone have cash, money in checking/savings/credit union/Christmas Club/money market/individual development account/or any other account, CD’s,
patient funds, special welfare accounts, stocks or bonds, trust funds, pension plans, retirement accounts, promissory notes, deeds of trust, or burial
plots/arrangements/trust funds? Has a savings or other investment account been set up to pay for school, to make a down payment on a house, to start a
business, or for another purpose? Check(¥) [1 YES [JNO

If the savings or other investment account is for school expenses, give name of person whose expenses will be paid:
If the savings or investment account is for another purpose, explain

JOWNER(S) TYPE (ACCOUNT#) WHERE YES () NO () Isthis resource usedin | AMOUNT OR DATE ACQUIRED
your business or trade, including farming? | VALUE $
OWNER(S) TYPE (ACCOUNT#) WHERE YES () NO () Isthisresourco usedin | AMOUNT OR DATE ACQUIRED
. your business or tradse, including farming? | VALUE $
IOWNER(S) TYPE (ACCOUNT#) WHERE YES () NO () Isthisresource usedin | AMOUNT OR DATE ACQUIRED
] your business or trade, including farming? | VALUE $
O vesQ no 2 Does anyone own any personal property, such as campersfrailers, non-motorized boats, utility trailers, tools, equipment, supplies, or fivestock?
[OWNER(S) TYPE YES () NO () Isthis property used in your VALUE $ DATE
business or trade, including faming? AMOUNT ACQUIRED
OWED §
O ves O N0 3. Does anyone own any real property, including life estates, inherited property, land, buildings, or mobile homes? If YES, do you live there? Check (v) [JYES [NO
IOWNER(S) TYPE YES () NO () Cumently rented VALUE $ DATE
YES () NO () Income-producing AMOUNT ACQUIRED
YES () NO () Cunently for sale OWED $
O ves U no 4 Does anyone own vehicles, such as cars, trucks, vans, motorboats, motor homes, mobile homes, recreational vehicles, or motorcycles/mopeds?
OWNER(S) TYPE OF VEHICLE: YEAR-MAKE-MODEL [ CURRENTLY | LICENSE # VALUE $ EXPLAIN HOW VEHICLE IS USED | DATE
LICENSED AMOUNT ACQUIRED
VEHICLE ID # Oves Ono OWED $
IOWNER(S) ' TYPE OF VEHICLE: YEAR-MAKE-MODEL | CURRENTLY | LICENSE# VALUE $ EXPLAIN HOW VEHICLE IS USED | DATE
LICENSED AMOUNT ACQUIRED
VEHICLE ID # Qves Ono OWED $
O ves O no s Does anyone have health insurance?
Y HOLDER COMPANY NAME, ADDRESS, PHONE BEGIN DATE 1D NUMBER TYPE OF COVERAGE PERSON(S)INSURED
END DATE PREMIUM AMOUNT
$

032-03-729B/9 (4/03)
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Does anyone have _,‘_o,aa,m_d..V

O YES Q NO 6.

CLAIM NUMBER ‘ CHECK (V) BEGIN DATE PREMIUM : PAYMENT METHOD
[J PART A )
. [1 PART B END DATE $
PERSON INSURED CLAIM NUMBER CHECK (v) BEGIN DATE PREMIUM PAYMENT METHOD
- [] PART A
] PARTB END DATE $

0 YES O NO 7. Does anyone have life insurance, retirement insurance, or other related types of insurance policies? (Not required for Food Stamps)

JOWNER(S) - PERSON(S) INSURED ' COMPANY NAME, ADDRESS, PHONE |TYPE OF POLICY | POLICY NUMBER| FACE VALUE | CASH VALUE| DATE
ACQUIRED
$ $

O YESO NO 8. Has anyone sold, transferred or given away any resources in the last 3 months (for Food Stamps), in the last 2 years (for TANF or General
Relief), or resources or income in the last five years (for Medicaid)? if Yes, explain: )

C. INCOME Answerforeveryone for whom you are applying. For TANF and Medicald for children, also provide income information for the child’s parent or stepparent

living in the home; or any person living with the parent as husband or wife. If the parent is a minor under age 18 (for TANF) or under age 21 (for Medicaid), also provide

information for the parent of the minor parent.

{Q YES [QNO 1. Does anyone receive any money from any source? Include money received from self-employment, pensions, income-producing property, support or
contributions. If YES, give the information requested. If the money is received from working, give employment information.

PERSON RECEIVING TYPE OF HOW OFTEN WHEN GROSS MONTHLY AMT. EMPLOYER'S NAME, ADDRESS, EMPLOYMENT | HRS/MONTH
MONEY OF MONEY RECEIVED RECEIVED | BEFORE DEDUCTIONS PHONE NUMBER BEGIN DATE WORKED

$

$

$

$

QYES JNO 2 Has anyone been fired, laid off, gone on sick or maternity leave, gone on strike, quita job, or reduced hours worked since you applied? if YES, give name
and explain:

[Q YES [QNO 3. Doesanyone besides the people on your case pay directly for you, help you pay, or lend you money to pay rent, utilities, medical bills or any other bills?
OR, does anyone totally supply food, shelter or clothing for you or someone else on a regular basis? If YES, give name, amount, and explain:

[QYES (JNO 4. Has anyone applied for or received student financial aid or work-study for a current school term at any college, university, school or training program
beyond the high school level, or any school or training program for persons with a physical or mental disability?

NAME OF PERSON TYPE OF AMOUNT PERIOD COVERED |  TUITION/ BOOKS TRANSPOR- DEPENDENT ROOM & OTHER
FINANCIAL AID FEES SUPPLIES TATION CARE BOARD (Specify)
$ FROM $ $ $ $ $ $
TO

[Q YES [QNO 5. Does anyone have a day care expense for a child, an elderly person, or an adult with a disability? If YES, give name, amount and explain:

{Q YES [ NO 6. Does anyone pay legally obligated child support to someone not in the household? If YES, give name of person paying, person supported, and
amount:

-2-
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D. FOOD STAMPS
1. List the name of the person who is the head of your household.
NOTE: Refer to the Benefit Programs Booklet for additional information.

_ﬁ‘s OF HOUSEHOLD

0 YEs [JNO 2. Would you like to name an authorized representative who could apply for food stamps for you, receive or use your food stamp benefits in grocery

stores for you, or receive food stamp correspondence and notices for you?

NAME, ADDRESS, PHONE NUMBER OF AUTHORIZED REPRESENTATIVE(S) CHECK(v) EACH DUTY AUTHORIZED FOR THAT PERSON

[ APPLY FOR FOOD STAMPS [ RECEIVE CORRESPONDENCE
[ RECEIVE OR USE FOOD STAMP BENEFITS

QYEs Dzo 3. Is anyone living in your home NOT included in your Food Stamp application? If YES, do you and everyone for whom you are applying usually purchase

QYes [QnNo 4 Is anyone living in your home a roomer or boarder? If YES, list names:

and prepare meals apart from these people? Or, do you intend to do so if your application for Food Stamps is approved?
Check (v) [JYES [JNO

JYES D NO 5. Isanyone age 60 orolder OR approved to receive Medicaid because of a disability OR receiving any type of disability check? I YES, list all current medical

expenses for these people. TALK TO YOUR WORKER BEFORE ANSWERING METHOD OF DEDUCTION.

PERSON WITH EXPENSE TYPE OF EXPENSE AMOUNT NAME, ADDRESS, PHONE NUMBER OF DOCTOR, HOSPITAL, PHARMACY METHOD OF DEDUCTION

(JLUMP SUM
[ MONTHLY AVERAGE
$ () EXPECTED PAYMENT

(J LUMP SUM
() MONTHLY AVERAGE
$ () EXPECTED PAYMENT

JYes [QNo 6. Does anyone have any of the following shelter expenses? Check (v) here [J if these expenses are for a house not lived in.

EXPENSES

RENT OR MORTGAGE | TAXES | INSURANCE | ELECTRICITY GAS | KEROSENE | COAL OIL WO00D | WATER/SEWER | GARBAGE TELEPHONE | INSTALLATION

AMOUNT BILLED

H $ $ $ $ $ $ $ $ $ $ $

HOW OFTEN

WHO PAYS BILL

a. Households which have a heating or cooling expense OR received fuel

assistance during this past year can use actual utility expenses or a standard amount for these

expenses called the “Utility Standard.” Check (v') which amount you would like to use. (] Actual utility expenses [ Utility standard If Utility Standard, does anyone

living in your home but not in your case help you pay heating/cooling? Check (+) [} YES gnNo _,* YES, explain

b. Households which do not have a permanent residence can use act
which amount you would like to use. [_] Actual shelter expenses [_] Shelter standard If temporarily staying in someone else’s home, give date moved in

ual shelter expenses or a standard amount for these expenses called the “Shelter Standard.” Check (v)

g



VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

ELIGIBILITY REVIEW

PAGE 25

PART XXIV,

VOLUME V,

7/04

E. FINANCIAL AND MEDICAL ASSISTANCE FOR CHILDREN
[d YES 1 NO 1. Hasthe absent parent(s) changed the amount of financial support, physical care, or guidance regularly provided to the children?
If YES, explain:

D YES [JNO 2. Hasthe legal parent become disabled such Ewﬁ he or she is unable to work? If YES, explain:

[ YES [ NO 3. Do you have any new information that would help us locate the absent parent(s)? If YES, explain:

F. AUXILIARY GRANTS
(1 YES LI NO 1. Do you own any household goods or personal effects which are worth more than $5007? If YES, and you did not report these items in the Resource

Section, list the items and their value here:
G. CHANGES EXPECTED THIS MONTH OR NEXT:

H. VOTER REGISTRATION (FOOD STAMPS, TANF, MEDICAID ONLY)

ANSWER ONLY IF YOU ARE APPLYING FOR FOOD STAMPS, TANF, OR MEDICAID. IF <Oc DO NOT RESPOND, YOU WILL BE CONSIDERED TO I><m DECIDED NOT
REGISTER TO VOTE AT THIS TIME.
Check ( v) one of the following:
YES( ) NO () If you are not registered to vote where you currently live now, would you like to register to vote here today? By checking this question “yes,” | certify that a voter
registration application form was given to me to complete. (if you would fike help in filling out the vote registration application form, we will help you. The decision
to accept help is yours. You also have the right to complete your voter registration application form in private.)
YES( ) NO () | am already registered to vote at my current address. (If already registered at your current address, you are eligible to register to vote.)
YES( ) NO () I do not want to apply to register to vote today.
Applying to register or declining to register to vote will not affect the assistance or services that you will be provided by this agency. A decision not to apply to register to vote will remain confidential. A
decision to apply to register fo vote and the office where your application was submitted will also remain confidential and may only be use for voter registration purposes. If you believe that someone has
interfered with your right to register or to decline to register to vote, your right to privacy in deciding whether to register to vote, or your right in applying to register to vote, you may file a complaint with:

BY MY SIGNATURE BELOW, | DECLARE UNDER PENALTY OF PERJURY THAT ALL OF THE FOLLOWING IS TRUE:
1 received the Benefit Programs Booklet when | first applied or at this review. | understand:

© All of my responsibilities listed in the Benefit Programs Booklet, including my responsibility to report required changes on time.

o If | give false, incorrect, or incomplete information, or do not report required changes on time, | may be breaking the law and could be prosecuted.

® If | helped someone complete this form so as to get benefits he or she is not entitled to, | may be breaking the law and could be prosecuted.

o If | refuse to cooperate with any review of my eligibility, including reviews by Quality Control, my benefits may be denied until | cooperate.

® If my application is for Food Stamps, failure to report or verify of my expenses will be seen as a statement by my household that | do not want to receive a deduction for unreported expenses.
All information on this form is correct and complete to the best of my knowledge and belief.

My signature authorizes the release to this agency of all information necessary to both determine and review my eligibility AND the release of any medical or psychological information obtained from
any source to the state or local agency that may review this application for financial or medical assistance. This authorization is valid for one year from the date of my signature below. | understand that|
this time limit does not apply to investigations regarding possible fraud.

I filled in this application myself: [ZJYES [_INO If NO, it was read back to me when complete: [_] YES [] NO

'YOUR SIGNATURE OR AUTHORIZED REPRESENTATIVE'S DATE SPOUSE’S SIGNATURE OR MARK (NOT NEEDED FOR FOOD STAMPS) DATE
SIGNATURE OR MARK
'WITNESS TO MARK OR INTERPRETER DATE WORKER’S SIGNATURE DATE

Compiete the box below if this application was completed for the applicant by someone else.

NAME OF PERSON COMPLETING APPLICATION DATE ADDRESS

PHONE NUMBER (HOME) (WORK) RELATIONSHIP TO APPLICANT

-4 -
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ELI G BI LI TY REVI EW FORMS

FORM NUMBER - 032-03-729A
032-03-729B

PURPOSE OF FORM - (1) To record a household's situation in order to review
eligibility; and (2) to gather informati on about a new househol d nenber who
is to be added at the time of the review. Though not required for food
stanps, the review forns may be used to gather information about a new
househol d nmenmber who is to be added during the certification period.

USE OF FORM - These forms are linited to reviews. They may not be used in
lieu of an application to either apply for benefits or to protect the date
of application.

NUMBER COF COPI ES - One.

DI SPCSI TI ON OF FORM - These forns are conpleted at the time of the
eligibility review or when new househol d nenbers are added. Conpl eted
forms are to be filed in the eligibility case record.

I NSTRUCTI ONS FOR PREPARATI ON OF FORMS - For reviewing eligibility, the
front of Part A and all of Part B nust be conpleted. |[If new househol d
menbers are to be added at the time of the review, the back of Part A nust
al so be conpl et ed.

Requi rements for addi ng new househol d nmenbers between reviews vary by
program For food stanmps, a new nenmber nay be added based on information
provi ded verbally by a responsi bl e household menber. The househol d does
not have to annotate the application, sign and date the application again,
or conmplete the back of Part A. At a mininmm the household rmust provide a
verbal statenment of the information on the back of Part A about the new
menmber and note income, resource, or expense changes. The back of Part A
and Part B, in its entirety, must be conpleted in witing at the end of the
next review.

TRANSM TTAL #95-2
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EVALUATION OF ELIGIBILITY E

- * = PROGRAM' APPLICATION | INTERVIEW
1. GENERAL INFORMATION DATE DATE
CASE NAME CASE NUMBER
SECONDARY CASE NAME SECONDARY CASE NUMBER
IDENTITY (NAME) VERIFICATION
HEAD OF HOUSEHOLD FACE-TO-FACE INTERVIEW? Qy Q~
ADULT PARENT/PARENTAL CONTROL? [J Y [} N  DESIGNATEDBY HH [[J  AGENCY [ | IFNO, REASON:
ADDRESS SECONDARY ADDRESS, TYPE INSTITUTIONAL STATUS
. Date Entered NF CBC ACR
=]
VERIFICATION/REMARKS VIRGINIA @Y [N |ACRAFCRATE: |DMaAs9s QY JN
RESIDENT?
SAR QY Qn
2. MEMBER INFORMATION
B "~ PERMANENT FSEVESPVIEW | ATTENDING | DEPRIVATION | IMMUNIZATION
CHECK ( wle m?:l;.unsn B ATIONS REGISTRATION|  SCHOOL? | (MED-ONLY | REQUIREMENT
) CM—U )IFR_S&IM_E‘i‘ OR REFERRAL EFF 7/1/99) MET?
NAME OR FS | TANF | MED | AG |MEDICAID/AG| OTHER | SSN | DOB | CIT |REL| IFYES,DATE | DOCUMENT | GIVEREASON GIVE
MBR# CATEGORY | (LIST) IFNO, REASON TRUANCY VERIFICATION

Qv QnNQYy QyvQy QN[ QY Q¥
Qy QN QY QNQY QN[ QY QN
Qv QN QY QNQYy Q| QY Q¥
< | v asar avjay oy gy gv
Qy Q~NQy QvQy D‘N Qv Qv
Qy QN QY QNQY QN QY QN
Qv ovay avlagy ax]jay ax

NAME PROGRAM REASON FOR EXCLUSION, DISQUALIFICATION OR INELIGIBILITY TIME PERIOD

ASSIGNMENT OF RIGHTS? NOTICE OF COOPERATION AND GOOD CAUSESIGNED? [} Y (JN  GOOD CAUSE CLAIMED? Qv QN | LIVING WITH SPECIFIED
RELATIVE/GUARDIAN

QY QN IDENTITY EXCEPTION CLAMED? [ ¥ [N Qv QO

DEPRIVATION, TRUANCY, PREGNANCY, CONCEPTION/DELIVERY DATE, FOSTER CARE/ADOPTION STATUS, DISABILITY/BLINDNESS OR OTHER DOCUMENTATION

032-03-823/10 (4/03) i
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3. MEDICAID
RETROACTIVE DETERMINATION NECESSARY ? Qv [~ | POTENTIALLY PROTECTED MEMBERS

RETROACTIVE PERIOD

PROTECTED MEMBERS (INCLUDED STATUS)

COMMUNITY SPOUSE?

Qv Qw

4. DOCUMENTATION OF UNIT OR HH MEMBERSHIP, MEDICAID PROTEC TED STATUS, VOLUNTARY QUIT, WORK REDUCTION, WORK REQUIREMENT.

5. RESOURCES (EVALUATE SAVINGS OR INVESTMENT ACCOUNT FOR ANY PURPOSE LEADING TO SELF-SUFFICIENCY)

STOCKS/BONDS PENSION PLANS
CAsH QY QN ACCOUNTS Qv [N TRUSTFUNDS Y LI N RETIREMENT Qv Qw PROGRAM(S)
MBR TYPE AMOUNT | INSTITUTION, ACCT NAME, ACCT # VERIFICATION, CALCULATIONS,

WITHDRAWLS

COUNTABLE
PROMISSORY NOTES/DEEDS OF TRUST [Jv [JN BURIAL QY QN PERSONAL PROPERTY  [JY [J N REALPROPERTY [QY N
v PROGRAM(S)
MBR TYPE AMOUNT ADDITIONAL EXPLANATION, VERIFICATION, CALCULATIONS
COUNTABLE
VEHICLES [dY QN DMV [ MATCH 4 NO MATCH DATE PROGRAM(S)
MBR | YEAR, MAKE, MODEL USE FMV FSLIMIT EXCESS LIEN EQUITY | VERIFICATION, CALCULATIONS
CQUNTABLE
HEALTH INSURANCE Oy QN MEDICAID: HIPP APPLICATION, MEDICAL QUESTIONNAIRE COMPLETED . Qv QN

MBR TYPE

COMPANY POLICY ID#

VERIFICATION

PREMIUM .,
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LIFE INSURANCE [JY QN  (NOT APPLICABLE FOR FOOD STAMPS) PROGRAM(S)
MBR OWNER TYPE FACE $ CASH $ COMPANY, ACCT# IWERIFICATION
COUNTABLE
6. TRANSFER OF RESOURCES [JY I N (MEDICAID: ALSO EVALUATE TRANSFER OF INCOME)
MBR TYPE, DATE VALUE AMOUNT " VERIFICATION, CALCULATION OF PERIOD OF INELIGIBILITY
FS
TANF
MED
7. EARNED INCOME QY QN ] PROGRAM(S)
MBR INCOME SOURCE DATE REC'D | AMOUNT |FREQUENCY| HRS/WK VERIFICATION
. COUNTABLE
8. UNEARNED INCOME [OQ}Y QN PROGRAM(S)
MBR INCOME SOURCE DATE REC'D | AMOUNT | FREQUENCY! VERIFICATION
. COUNTABLE
VEC J Match [ No Maich Date SVES (J Match } No Match Date APECS I Match () No Match Date o
CALCULATIONS (DOCUMENT DISREGARDS, INCOME SCREENINGS, SELF EMPLOYMENT EXPENSES, SCHOOL EXPENSES, CHILD SUPPORT)
APPLICATION FOR OTHER BENEFITS: ( )SSA ( )SSI ( )UCB ( )VA ( )OTHER .
TOTAL COUNTABLE RESOURCES TOTAL COUNTABLE INCOME E 2
o £
FS TANF MEDICAID - FS TANF MEDICAID
s s s s s s s s




VI RG NI A DEPARTMENT
OF SOCI AL _SERVI CES

EVALUATI ON
OF ELIGBILITY

10/ 03

VOLUME V, PART XXV, PACGE 30

9. EXPENSES

SHELTER EXPENSES QY QN

DAY CAREEXPENSES (JY [J N CHILD SUPPORT DEDUCTION Jy QN

TYPE OF EXPENSE MO. AMT. VERIFICATION

DESCRIPTION, VERIFICATION

MBR |MO. AMT.

RENT/MORTGAGE
ELECTRICITY

GAS/KEROSENE/COAL OIL/
wOoOoD

WATER/SEWER
GARBAGE
INSTALLATION

TAX/INSURANCE

MEDICAL EXPENSES QY @ N

MBR |MO. AMT. DESCRIPTION, VERIFICATION, METHOD OF DEDUCTION

UTILITY STANDARD QY g~ Q13 Qe+

HOMELESS STANDARD QY N

REASON FOR ENTITLEMENT TO STANDARD:

PHONE STANDARD ~ [J¥ {3 N

10. GENERAL RELIEF (MAINTENANCE)

11. EMERGENCY ASSISTANCE ( ) GR (

) TANF-EA

Period of U ploy

Date and Reason for Emergency:

Applied for SSI [ Decision appealed ()
Release of SSI check signed
Modified Standard D Full Standard D Assistance Previously Received? D Y D N
Reason for Standard Date and Amount Received:
12. STATE AND LOCAL HOSPITALIZATION
"MBR | Service Dates Provider Name Applied within 30 days”
= R Q~
13. DIVERSIONARY ASSISTANCE PROGRAM
Loss/Delay of income [} ¥ [JN  TANF Requirements Met? [ Y [N | EVALUATION:
Emergency Need $ Type
TANF § Payment $ . Date Issued
ZMax 4 mcmﬁs)
Vendor Payment Issued to:
TANF Period of Ineligibility: to
Diversionary Assistance Ineligibility (60 mos.) Ends: e
Acceptance Signed: [} Y QN Date:
14. SPEND-DOWN CALCULATION
COUNTABLE INCOME $ $ $ SPEND-DOWN PERIOD:
FROM TO
MINUS INCOME LEVEL Person(s) on Spend-down:
EXCESS INCOME Person(s) on Spend-down:
TEMPORARY ASSISTANCE PROGRAMS FOOD STAMPS MEDICAID
15. DISPOSITION DATE GIVEN: BOOKLET HOTLINE HANDBOOK
PROGRAM DISPOSITION EFFECTIVE DATE/ HH/AU MONTHLY PRORATED SIGNATURE AND DATE
(Denial Reason) CERT/COVERED PERIOD SIZE BENEFITS BENEFITS (WORKER/SUPERVISOR)
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EVALUATI ON OF ELIG BILITY

FORM NUMBER - 032-03-823

PURPOSE OF FORM - To docunent verification of elements used to determ ne
eligibility and to docunent eligibility decisions.

USE OF FORM - To be conpleted by the eligibility worker at application and
revi ew.

NUMBER CF COPI ES - One.

DI SPOSI TION OF FORM - The formis to be kept in the case record.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conpl ete the elenents required for
the program |If a sectional elenent is not appropriate for the program it
shoul d be marked Not Applicable (NA). If an entire section does not apply,
the section should be Ieft blank.

The disposition section nmust be conpleted to summarize the eligibility
decision. The form nust be signed by the eligibility worker and should be
signed by the supervisor, if a review of the action is conpleted.

TRANSM TTAL #95-2
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Commonweal th of Virginia
Depart nent of Social Services

PARTI AL REVI EW5 AND CHANGES

CASE NAME CASE NUMBER FI'PS

ACTTON EFFECTTVE SI'GNATURE AND DATE
PROCGRAM DATE DATE REASON FCR REVI EW METHCDS AND DATES COF VER FI CATI ON (\Wr ker / Super vi sor)

032- 03-823B/3(1/01) 1
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ACITON EFFECTTVE STONATORE AND DATE

PROGRAM DATE DATE

REASON FCR REVIEW METHCDS AND DATES CF VER FI CATI ON

(wor ker / Super vi sor
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PARTI AL REVI EW6 AND CHANGES

FORM NUMBER - 032-03-823B

PURPOSE AND USE OF FORM - To be conpleted by the eligibility worker to
document changed i nformation and partial eligibility eval uations.

NUMBER COF COPI ES - One.

DI SPCSI TION OF FORM - The formis to be kept in the eligibility case
record.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conplete the identifying information
for the case at the top of the form

The eligibility worker must conplete the formto record changed el enents
and to docunment the inmpact of the change(s) on the household's eligibility.

TRANSM TTAL #95-2
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

FOOD STAMP PROGRAM — HOTLINE INFORMATION
NAME OF APPLICANT:

YOUR DATE OF APPLICATION:

THE DATE THE AGENCY MUST GIVE YOU
YOUR FOOD STAMPS OR A DECISION:

O IF THIS BOX IS CHECKED, YOUR APPLICATION IS ENTITLED TO EXPEDITED SERVICE
(7-DAY SERVICE)

If you don't get your food stamps or a decision by this date, you should call the Client Services
Hotline for immediate help. The Hotline is open Monday through Friday, except holidays, from
8:15 a.m. to 5:00 p.m. The numbers are:

For the Richmond Calling Area: 692-2198
For the Rest of Virginia: 1-800-552-3431

Once you have called this number, you must be told by the next business day that you are either
eligible or ineligible. If you are told that you are eligible, food stamps will be provided the next
business day. However, if you call before 3:00 p.m. on Thursday or Friday and are eligible, food
stamps will be provided on the next business day. ’

If you are not satisfied with the action the local agency took on your application, of if there are other
problems with your Food Stamp case, you may contact the local legal aid office in your area.
Names and addresses of legal aid offices are on the back of this flyer.

In order to determine if you are eligible for Food Stamps, the agency may ask you to verify certain
information. If you have provided the required verifications, you should either have your food
stamps or receive a denial notice within 30 days from the day you filed your application.

If you are in an emergency situation, you should have your food stamps within 7 days. This is
called “expedited service.” Your application will be given expedited service if:

* Your household’s monthly income is less than $150, and resources are
$100 or less; or
Total income and resources are less than your shelter bills; or
A migrant or seasonal farm worker lives in your household, and you have
little or no income or resources.

NAME OF WORKER COMPLETING THIS FORM WORKER'’S TELEPHONE

032-03-819/8 (08/03)

The Virginia Department of Social Services is an Equal Opportunity Provider
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Blue Ridge Legal Services, Inc.
204 North High Street
Harrisonburg VA

(540) 433-1830
1-800-237-0141

" Blue Ridge Legal Services, Inc.
132 Campbell Avenue, SW
Suite 300

Roanoke VA

540-344-2088

1-866-534-5243

Central VA Legal Aid Society
10-A Bollingbrook
Petersburg VA
804-862-1100

Legal Aid Society of Roanoke Valley
416 Campbell Avenue SW

Roanoke VA

(540) 344-2088

1-800-711-0617

Legal Services of Eastern VA
36314 Lankford Highway, Suite 5
Belle Haven VA

757-442-3014

1-800-455-8208

Legal Services of Northern VA
1916 Wiison Boulevard, Suite 200
Arlington VA

(703) 532-3733

Legal Services of Northern VA
9240 Center Street

Manassas VA

703-368-5711

Rappahannock Legal Services, Inc.
P.O. Box 1662

Tappahannock VA

(804) 443-9393

1-800-572-3094

Southwest VA Legal Aid Society, Inc.

P.O. Box 670

Castlewood VA
(276) 762-9356
1-888-201-2772

Virginia Legal Aid Society, Inc.
104 High Street

Farmville VA

804-392-8108
1-800-552-7676

Legal Aid Justice Center

1000 Preston Avenue, Suite A
Charlottesville VA

(434) 296-8851
1-800-200-8479

Blue Ridge Legal Services, Inc.
119 South Kent Street
Winchester VA

540-662-5021

1-800-678-5021

Central VA Legal Aid Society

101 West Broad Street, Suite 101
Richmond VA

804-648-1012

Eastern VA Legal Aid Society
125 St. Paul's Boulevard
Norfolk VA

757-627-5423
1-800-868-1072

Legal Services of Eastern VA
2017 Cunningham Dr. Suite 300
Hampton VA

757-827-2912

1-800-944-6624

Legal Services of Northern VA
6400 Arlington Boulevard
Suite 630

Falls Church VA
703-532-3733

Legal Services of Northern VA
4080 Chain Bridge Road
Fairfax VA

703-246-4500

Rappahannock Legal Services, Inc.
910 Princess Anne Street
Fredericksburg VA

540-371-1105

Southwest VA Legal Aid Society, Inc.
155 Arrowhead Trail

Christiansburg VA

540-382-6157

1-800-468-1366

Virginia Legal Aid Society
513 Church Street
Lynchburg VA
804-528-4722
1-800-552-7676

Virginia Legal Aid Society, Inc.

112 W. Washington Street, Suite 300
Suffolk VA

757-5639-3441

1-800-552-7676

Legal Services Corp. of Virginia
700 E. Main Street, Suite 1504
Richmond, VA

(804) 782-9438

Blue Ridge Legal Services, Inc.
203 North Main Street
Lexington VA

540-463-7334

Central VA Legal Aid Society
617 W. Main Street, 2™ Floor
Charlottesville VA

(434) 296-8851
1-800-390-9983

Legal Aid Justice Center

1000 Preston Avenue, Suite A
Charlottesville VA

(434) 977-0553
1-800-578-8111

Legal Services of Eastern VA
199 Armistead Avenue
Williamsburg VA
757-220-6837
1-800-455-8208

Legal Services of Northern VA
603 King Street, 4™ Floor
Alexandria VA

703-684-5566

Legal Services of Northern VA
204 Wirt Street, SW

Leesburg VA

703-777-7450

Rappahannock Legal Services, Inc.
314 North West Street

Culpeper VA

540-825-3131

Southwest VA Legal Aid Society, Inc.
227 West Cherry Street

Marion VA

(276) 783-8300

1-800-277-6754

Virginia Legal Aid Society

105 8. Union Street, Suite 400
Danville VA

804-799-3550
1-800-552-7676

Virginia Legal Aid Society, Inc.
412 South Main Street
Emporia VA

804-634-5172
1-800-552-7676

Virginia Poverty Law Center, Inc.
201 W. Broad Street, Suite 302
Richmond, VA

(804) 782-9430

1-800-868-8752
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FOOD STAMP PROGRAM - HOTLI NE | NFORMATI ON

FORM NUMBER - 032-03-819

PURPOSE AND USE OF FORM - To inform each household of the timefrane the
agency has to process its application.

NUMBER COF COPI ES - One.

DI SPCSI TI ON OF FORM — The agency nust conplete the formand give it to the
househol d on the day of application for benefits for any period for which
t he househol d has not already received benefits, i.e., new application
reapplication, or late recertification. The agency nust mail the formif
t he household filed the application by mail

| NSTRUCTI ONS FOR PREPARATI ON OF FORM -

The | ocal agency must conplete all blanks on the form

Enter the name of the person filing the application at “Nanme of

Enter the date the household filed the application at “Your Date of

At "The Date the Agency Must G ve You Your Food Stanps or Decision," enter
the date that is 30 days fromthe date of application, unless the applicant
is entitled to expedited service. |f expedited service is appropriate, the

date for this blank will be 7 days fromthe application date.

If the application is expedited, the worker checks the bl ock indicating
that entitlenent.

Enter the information requested at “Name of Worker Conpleting This Form”

The worker mnust circle the nane and nunber of the legal aid office serving
the locality on the back of the flyer

TRANSM TTAL #54
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DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

KNOW YOUR RIGHTS WHEN APPLYING FOR FOOD STAMPS

If you are interested in applying for Food Stamps, here is information you need to know:

Persons applying for Food Stamps must file an application by submitting the application form to the
Department of Social Services in the county or city where they live, either in person, through an authorized
representative, or by mail.

You have the right to file an application on the same day you contact the Department of Social Services in
your locality. The address and hours of the office are shown at the bottom of this notice. Your application
may be submitted any time during office hours.

You may come to the office to pick up an application any time during office hours, or the agency can malil
you an application on the same day you request it.

If your resources and income are very low ($100 in resources and $150 in income), or you are a migrant or
seasonal farmworker, or your combines gross monthly income and resources are less than your family’s
shelter expenses, you may be eligible for expedited service. This means that if you are eligible, you are
entitled to receive food stamps within 7 days following the date your application is filed at the local social
services department.

Your Application will be reviewed on the day it is received for possible eligibility for expedited service.

You have the right to file an application even if you appear to be ineligible for the program.

You or a designated authorized representative may file an incomplete application as long as it contains a
name, address, and signature of a responsible household member or properly designated authorized
representative. The agency has 30 days to process your application (7days, if expedited). The 30-day (or
7-day, if expedited) processing time begins the day after the application is received at the office.

Additionally, your food stamp benefits for the month of application will be prorated from the date of
application if you are found eligible.

If your case is approved, you must receive your benefits within 30 days following the date of application
(or 7 days, if expedited)

As part of the Food Stamp application process, you will be required to have an in-office interview before
being certified, but the interview is not necessary before filing an application. Under certain hardship
conditions, you may request the office interview be waived and replaced, for example, by a telephone
interview.

The Food Stamp Program has separate rules and processes from other programs. You should apply for food stamps even if
there are limitations on receiving benefits for other programs.

YOU ARE ENCOURA GED TO APPLY FOR FOOD STAMPS THE SAME DAY YOU CONTACT THE AGENCY
FOR ASSISTANCE.

AGENCY NAME:

ADDRESS:

PHONE NUMBER:

OFFICE HOURS:

The Food Stamp Program is administered without regard to age, race, color, sex, disability, religious creed,
national origin, or political beliefs. The Virginia Department of Social Services is an equal opportunity
provider.

032-03-821/3 (2/02)
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KNOW YOUR RI GHTS WHEN APPLYI NG FOR FOOD STAMPS

FORM NUMBER - 032-03-821

PURPOSE OF FORM - To consolidate information the |ocal agency must share
with an applicant for food stanps. The Form s use is optional

USE OF FORM - May be given to applicants requesting food stamp program

i nformation instead of a verbal explanation of applicants' rights. The
agency nust advise applicants that the formis a listing of programrights.
The agency nust also ensure that the applicant is able to read the formin
Engli sh and conprehend it.

NUMBER CF COPIES - One.

DI SPCSI TION OF FORM - The flyer may be given to applicants inquiring about
the Food Stanp Program

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conplete the identifying infornmation
at the bottom of the form supplying the |ocal agency's nanme, address,
t el ephone nunber, and of fice hours.

TRANSM TTAL #95-2
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

EXPEDITED SERVICE CHECKLIST

NAME:

DATE:

I () YES () NO Has anyone for whom you are applying
received food stamps this month?

If YES, who:

where:

II.  INCOME BEFORE DEDUCTIONS this month for everyone
in your household. Count money already received plus any
money expected to be received during this month.

Type of Income

$

$

I1l.  RESOURCES for everyone in your household:

Cash on Hand $
Checking Accounts $
Savings Accounts $

IV.  SHELTER EXPENSES this month. Do not count amounts
due for previous months:

Rent/Mortgage

Electricity

Gas, Oil, Kerosene, Wood

Water, Sewer

Garbage

Telephone (count basic service only)

&+ B BB BB

V. () YES () NO Is anyone in your household a Migrant or a
Seasonal Farmworker?

032-03-718/5 (1/97)

AGENCY USE ONLY

1. () YES () NO Isincome less than $150

IF YES, EXPEDITE

AND resources $100 or less?

2..()YES ()N

Income
Resources
Total
Shelter

IF YES, EXPEDITE

NOTE: If the house

O Is income plus resources less
than shelter?

$
+$
$

$

hold is entitled to the Utility

Standard, the Standard may be used to

determine S

helter, unless the household

chooses to use actual shelter costs.

FOR MIRGRANT & SEASONAL FARMWORKERS

3A. () YES ()

IF YES, EXPEDITE

3B. () YES ()

IF YES, EXPEDITE

NO  Are resources $100 or less
AND, in the next 10 days,
$25 or less is expected
from new income source?

NO Are resources $100 or less
AND no income is expected
from a terminated source
this month or next month?

DETERMINATION

() EXPEDITED

Screened by:

() NOT EXPEDITED
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EXPEDI TED SERVI CES CHECKLI ST

FORM NUMBER - 032-03-718

PURPOSE OF FORM - To assi st agencies in screening househol ds for
entitlement to expedited services.

USE OF FORM - To be conpl eted, as needed, at the tine of a new application
reapplication or a late recertification to identify househol ds who are
eligible for expedited services.

NUMBER CF COPIES - One.

DI SPOCSI TION OF FORM - File in the case record

| NSTRUCTI ONS FOR PREPARATI ON OF FORM — Cbtain the information on the left
side of the formfromthe applicant. The applicant, eligibility worker,
screener, volunteer, or anyone el se designhated by the agency, may conplete
the left side of form

Agency personnel must conplete the "Agency Use Section". The form
i dentifies each of the ways a household could be eligible for expedited
service. |If a household is entitled to expedited services, the EW nust

conduct an interview and authorize benefits within the expedited service
time franmes. Note however, that the interview may be postponed under
certain circunstances.

NOTE: This form was devel oped to assist in screening househol ds for
expedi ted services. Agencies which use appoi ntnent systenms for interviews
must screen all applicants to ensure that those entitled to expedited
services are given appointnments and delivered benefits w thin expedited
time frames. Agencies which interview clients on a walk-in, daily basis
may not necessarily need to use this checklist, since determ nation for
expedi ted service can be made during the interview

TRANSM TTAL #54
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

CHECKLIST OF NEEDED VERIFICATIONS

Name

Address

Case Number

Program(s)

Date

Worker

Telephone

In order to receive assistance, you must provide the information checked below. We will help you obtain the information. If
you cannot provide the information, or if you need help in providing the information, contact your worker. Call collect, if nec-
essary. IF YOU DO NOT PROVIDE THIS INFORMATION OR CONTACT THE AGENCY BY THE FOLLOWING DATES,

YOUR APPLICATION MAY BE DENIED.

1. INCOME (Earned and Unearned)
for

Pay stubs

Statement from employer
Self-employment records

Social Security/SSI benefits

VA benefits

Retirement income

Child support, alimony payments
Unemployment benefits
Worker's Compensation benefits
Loans (personal or education)
Scholarships, (BEOG, PELL
SEOG, CSAP, or other)

NN NN N N~~~ A~
R N N N NN

() Work-study pay stubs

() Other

2. WORK OR SCHOOL EXPENSES

() Day care expenses for child or adult
() School expenses (tuition, fees, books

supplies, transportation, or other)
() Other

. RESOURCES
() Checking, savings, credit union,
Christmas Club account statements

() Stocks, bonds or CDs
() Pension plans, retirement
accounts, IRAs
() Burial plots, funds, contracts
() Real estate property
() Title, registration, or personal property

tax receipt for motor vehicles, motor
boats, motor homes

Other inf ormation or verification needed:

—~—

N~~~ A~ A~~~ A~ N

~o N~~~ —~—~—~
-

N~~~

——

NN NN N NN NN NN NN NN NN

——— — —

TANF:

MEDICAID:

Life insurance policies
Other

SHELTER EXPENSES
Rent or mortgage receipt
Real estate taxes
Homeowner’s insurance
Electric bill
Gas.Kerosene/oil/wood bill
Water/sewage bill
Garbage bill

Phone bill

Initial installation charge
Other

LEGALLY RESPONSIBLE RELATIVE
Income verification

Statement of contribution

Child support or alimony
Extraordinary expenses

Proof of continued absence

Copy of support order

Other

WORK REGISTRATION
Registration form

IDENTITY

Driver’s license

Voter registration card

Clinic, medical card

Work ID, school ID, library card
Other

—~— —~— Joe)

—

e T T e T T Y

—~—~—~

P e e T R T e R R N e

—— ——

-

— e e

IS

——

——— —

FOOD STAMPS:
OTHER:

RESIDENCY, LIVING ARRANGE-
MENTS, SCHOOL ENROLLMENT
Verification of residence
Verification of child(ren)

living in the home

School enroliment

Separate arrangements to buy and
prepare food

Other

DOCUMENTS

SSN Cards/numbers
Application for SSN card
Declaration of citizenship
Immigrant/Alien documentation
Birth verification
Verification of paternity
Marriage certificate
Divorce decree

Death certificate
Deprivation statement
Other

MEDICAL INFORMATION
Assignment of Rights form
Medical form, statements
Pregnancy statement

Health insurance policies, cards
Medicare card

Health insurance premiums
Medical bills for

Prescription drug bills
HIPP forms
Immunization records
Other

032-03-814/8 (11/97)

CLIENT
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CHECKLI ST OF NEEDED VERI FI CATI ONS

FORM NUMBER - 032-03-814

PURPOSE OF FORM - To advi se househol ds of verifications needed to process
their applications.

USE OF FORM - To be conmpleted by the eligibility worker and given to the
applicant to neet the requirement that househol ds receive witten notice of
verification requirements. The formis required for Food Stamps. It may
be used to inform applicants of verifications needed for other prograns.

NUMBER OF COPI ES - Three.

DI SPOSI TION OF FORM - The original is given to the household. The agency
retains a copy with the food stanp application and a copy may be filed with
applications for other benefits.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conplete the identifying infornmation
at the top of the form Conplete the sentence "Pl ease provide information
by: " with the date by which verification is needed. For
an initial application or reapplication for food stanps, this date would be
10 days fromthe date of application. For a recertification application
this date would be 10 days fromthe interview date or other date when the
househol d was told what was needed. No action nmay be taken to deny the
application before the 30th day after the filing date if verifications are
not provided by the 10th day.

In the body of the form check the itens requiring verification

Use the blank lines at the bottomof the form for additional information or
instructions. For exanple, for expedited applications, information not
availabl e during the interview can be noted with instructions to subnmt the
information within seven days follow ng the application date. The form
must still indicate the verifications needed for normal processing however

TRANSM TTAL #44
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COMMONWEALTH OF VIRGINIA CASE NUMBER

DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

NOTICE OF ACTION

DATE

COUNTY/CITY
THIS IS TO INFORM YOU OF ACTION TAKEN ON YOUR FOOD STAMP APPLICATION CASE.

é 1]

SECTION 1. ACTION ON APPLICATION DATED

a Approved for following months
Amount first month $ Month covered Amount for following months $
You selected as Head of Household. If all adult members do not agree, contact your worker in 10 days.
NOTE: If you applied for both Food Stamps and TANF or GR at the same time, and then are approved for TANF or GR benefits, your food stamp
amount may be reduced without advance notice.
[ If this box is checked, your application was approved even though some verification was postponed. We need the following information
or verification from you:

If we do not receive these by your case will be closed effective
If this verification results in changes in your household’s eligibility or amount of benefits, we will make such changes without advance notice.

[d  Denied. See Section 3
[ Continue to hold application pending. The cause for delay is:
Agency delay. Your application will be processed as soon as possible.
d  Client delay.
d  weare waiting for the following information from you:
We must have this information by or your application will be denied.
SECTION 2. ACTION ON FOOD STAMP CASE
[ changed from $ to$ effective
[ If this box is checked, we must receive the following verification from you:
We must receive this verification by If you allotment was increased but we do not receive this verification,
you benefits will go back to the amount $ effective without advance notice.
[d  Reinstated — Amount $ effective
[  Supplemented — Amount $ for the month of
[ suspended for the month of
[  Terminated effective

SECTION 3. ACTION ON FOOD STAMP CASE

YOU MUST REPORT WITHIN 10 DAYS REQUIRED CHANGES IN THE PERSONS IN YOUR
HOUSEHOLD AND IN YOUR FINANCIAL SITUATION. If necessary, you may call collect.

Children approved for food stamp benefits and attending public school may be eligible for free meals. Call your school for more information.
Food stamps or an ATP card not received in the mail or destroyed after receipt may be replaced if the loss is reported right away.

If you do not agree with the action we have taken or the amount of food stamp you are receiving, you can have a fair hearing on your case. At the
hearing you will have a chance to explain why you think we made a mistake, and a hearing officer will decide if you are right. To request a fair hearing,
you may call me at the number below or write to the Virginia Department of Social Services, Attention: Manager, Appeals and Fair Hearings, 730 East
Broad Street, Richmond, Virginia 23219-1849. You may also request a fair hearing by calling toll free 1-800552-3431. You must request your hearing
within the next 90 days. If you appeal the action on your case before assistance may continue. However, if assistance is
continued, you may have to repay food stamp benefits you received during the appeal process if the hearing decision supports the agency action. For
additional information about appeals and fair hearings, please see the back of this notice.

Worker Telephone Number For Free Legal Advice Call

032-03-117/14 (12/97)

CLIENT
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APPEALS AND FAIR HEARINGS

A fair hearing provides you the opportunity to review the way a local agency social services agency has handled your
situation concerning your stated need for food stamps. The fair hearing is a private, informal meeting at the

local social services agency with you and anyone you wish to bring as a witness or to help you tell your story,

such as a lawyer. A representative of the local agency will be present as well as a hearing officer. The

hearing officer is the official representative of the State Department of Social Services.

In addition to filling an appeal, you also have the right to request a conference with your local social services
agency, at which time the agency must give you an explanation of its proposed action. You must also be
given the opportunity to present any information on which your disagreement with the agency’s proposed
action is based. At such a conference, you have the right to have your story presented by an authorized
representative, such as a friend, relative or lawyer.

If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease
or terminate your food stamp benefits, the proposed action will not be taken until a decision is made at your
conference.

If you are not satisfied with the local social services agency’s action following the conference, and you want to
request that your food stamp benefits be continued as usual until a hearing decision is received, you must file
an appeal within two days following the date of the conference. If you do not request a conference but file
your appeal within 10 days of your advance notice of proposed action to decrease or terminate your food
stamp benefits, your benefits may be continued until a hearing decision is reached. However, if the agency’s
action is upheld, you will be required to repay the food stamp benefits received during the appeals process.

If you wish to request a hearing, follow the instructions on the front of this form.

The person who conducts the hearing is someone from the State Department of Social Services, not some-
one from your local social services agency. The hearing officer makes a decision on your appeal.

You will be notified of the date and time for your hearing at the local social services agency or at a location
agreeable to you and the agency. If you cannot be there on that day, call your eligibility worker immediately.

If you need transportation, the local agency will provide it. You may bring a representative and/or witnesses
to the hearing to help you tell your story. Your eligibility worker, a local agency supervisor, and possibly other
agency staff who know about your case may also be at the hearing to tell how the agency’s decision was
reached.

At the hearing, you and/or your representative will have the opportunity to:

Q) examine all documents and records which are used at the hearing;

(2) present your case or have it presented by a lawyer or by another authorized representative;
3) bring witnesses;

4) establish pertinent facts and advance arguments; and

(5) question or refute any testimony or evidence, including the opportunity to confront and cross-

examine adverse witnesses.

The decision or recommendation of the hearing officer shall be based exclusively on evidence and other
material introduced at the hearing, except when medical information is requested or other essential
information is needed. In such an event, you and the local social services agency would be given the
opportunity to question or refute this additional information.

You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your
appeal request is received by the State Department of Social Services.

Itis YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more
information or help with an appeal, you may contact the local social services agency. It will not cost you
anything to request a fair hearing, and you will not be penalized for asking for a fair hearing. If you desire free
legal advice, you may contact your local legal aid office.
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NOTI CE OF ACTI ON

FORM NUMBER - 032-03-117

PURPOSE OF FORM - To notify an applicant/recipient of eligibility action
taken on an application or an ongoing food stanp case.

USE OF FORM - To be prepared and sent imediately or within the appropriate
time standard followi ng action on an application or a food stanp case.

The Notice of Action may be used in place of the Advance Notice of Proposed

Action for food stanp only cases. It is to be used in all instances where
policy requires the use of an "adequate notice"

NUMBER COF COPI ES - Two.

DI SPOSI TION OF FORM - The original is to be forwarded to the head of the
household. One (1) copy is to be retained in the case file.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conplete the identifying infornmation
at the top of the form

SECTI ON 1
Use this section to informthe household of the disposition of an
application, reapplication or recertification

Enter the date of the application.
Check the appropriate box to show the disposition of the application

For approvals, indicate the nmonths of certification, the allotnment and
mont hs covered by the first issuance, and the amount for follow ng nonths.

If the application was expedited and verification was postponed, check the
box which says "If this box is checked...." List the postponed verifica-
tion, the date by which the verification is needed, and the effective date
of closure if the verification is not received. The deadline date for
submitting the verifications will be the 30th day after the application
filing date and the closure date will be the | ast day of the nonth of

TRANSM TTAL #95-2
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application for applications filed before the 15th day of the nonth. For
applications filed on or after the 16th day of the nonth, the verification
deadline and closure date will be the |last day of the nmonth after the nonth
of application.

For applications which nust be held pending an additional 30 days, check
whet her the delay was caused by the agency or household. |If information is
still needed, indicate the mssing information and date by which
information is needed to prevent deni al

SECTI ON 2
Use this section to informthe household of action taken on an ongoi ng food
stanp case

Check the appropriate box to show a change in an allotnment, a reinstate-
ment, a supplenent, a termnation or a suspension. An "other" block is
al so provided for situations that may not be covered by the choices |isted.

If verification is needed of a change, check the indented bl ock which
explains that verification nmust be received or the allotment will revert to
the previous anpunt. Conplete blanks as needed for the specific situation

SECTI ON 3
Use this section to explain the reason for the action taken or to give a
further explanation of any of the itens checked in Sections 1 or 2.

Conpl ete the information at the bottomof the form A date nust be entered
in the space provided in the appeal information section whenever the form
is sent for negative actions to reduce, termnate, or to suspend benefits.
A date nmust not be entered when the formis sent for approvals or denials
of applications.

TRANSM TTAL #40
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COMMONWEALTH OF VIRGINIA CASE NUMBER PROGRAM

BEPARTMENT OF SOCIAL SERVICES
ADVANCE NOTICE OF PROPOSED ACTION

DATE OF MAILING:

IF YOU WANT FREE LEGAL ADVICE, CALL:

ACTION TO BE TAKEN ON YOUR CASE IS EXPLAINED BELOW. THIS NUMBER IS A LOCAL LEGAL SERVICES AGENCY, NOT
THE DEPARTMENT OF SOCIAL SERVICES.

D FOOD STAMPS YOUR FOOD STAMP ALLOTMENTWILLBE:  [JRepucen [ suspenpen  [] TERMINATED

EFFECTIVE DATE: AMOUNT OF REDUCTION: ELIGIBILITY WORKER: TELEPHONE:
FROM: T

REASON FOR PROPOSED ACTION:

D FINANCIAL ASSISTANCE YOUR ASSISTANCE CHECKWILLBE: [ JRepucep  [] suspenpeD [ TERMINATED
EFFECTIVE DATE: éIR&C?HNT OF REDUCTION: T0: ELIGIBILITY WORKER: TELEPI'ION_E_‘.
MAMNUAL REFERENCE: __ REASON FOR PROPOSED ACTION:

[0 VIEW TERMINATION - THE TANF CASE IS CLOSED UNTIL YOU REAPPLY AND ARE FOUND ELIGIBLE FOR TANF/TANF-UP
[J VIEW SANCTION - YOUR HOUSEHOLD'S ENTIRE TANF OR TANF-UP BENEFITS WILL BE SUSPENDED FOR THE ABOVE REASON.

[J 17" SANCTION - 1 MONTH OR COMPLIANCE ~ [J 2" SANCTION - 3 MONTHS AND COMPLIANCE  [] 3% SANCTION - 6 MONTHS AND COMPLIANCE
YOU HAVE 10 DAYS AFTER THE DATE OF THIS NOTICE TO CONTACT YOUR VIEW WORKER TO SHOW DOCUMENTED GOOD CAUSE.

LVIEW WORKER'S NAME TELEPHONE:

D WHILE YOUR TEMPORARY ASSISTANCE FOR NEEDY FAMILIES (TANF) PAYMENT IS SUSPENDED, ANY SUPPORT PAID TO THE DIVISION OF CHILD
SUPPORT ENFORCEMENT FOR YOU OR YOUR DEPENDENTS WILL BE KEPT BY THE STATE TO REPAY THE PAST TANF ASSISTANCE RECEIVED BY
YOUR FAMILY. IF YOUR TANF DEBT HAS BEEN FULLY REPAID, YOU WILL RECEIVE THE SUPPORT COLLECTED.

D IF THERE IS SOMEONE WHO IS SUPPOSED TO PAY SUPPORT FOR YOU OR YOUR DEPENDENTS, YOU WILL CONTINUE TO RECEIVE SUPPORT
ENFORCEMENT SERVICES UNLESS YOU SEND WRITTEN NOTICE THAT YOU DO NOT WANT THIS SERVICE TO THE DIVISION OF CHILD SUPPORT
ENFORCEMENT. YOU CAN OBTAIN THEIR ADDRESS AND TELEPHONE NUMBER FROM YOUR LOCAL SOCIAL SERVICES AGENCY.

[:| MEDICAID, FAMIS PLUS OR STATE/LOCAL HOSPITALIZATION (SLH)
[J NO LONGER ELIGISLE FOR FULL MEDICAID. APPROVED FOR LIMITED MEDICAID COVERAGE:
ams SLMB an
[[] NO LONGER EUGIBLE FORMEDICAID. ] NO LONGER ELIGIBLE FOR FAMIS PLUS. [ NO LONGER ELIGIBLE FOR SLH.

D NO LONGER ELIGIBLE FOR PAYMENT OF LONG-TERM CARE BECAUSE OF TRANSFER OF ASSETS.

EFFECTIVE DATE MANUAL REFERENCE: ELIGIBILITY WORKER: ~ TELEPHONE.
INELIGIBLE FAMILY MEMBERS:

REASON FOR PROPOSED ACTION:

D INCOME EXCEEDS THE FULL MEDICAID LIMIT. IF MEDICAL OR DENTAL EXPENSES OF § ARE INCURRED BETWEEN
AND OR MEDICAL OR DENTAL EXPENSES OF § ARE INCURRED BETWEEN AND
BRING YOUR BILLS TO THIS AGENCY AND YOUR ELIGIBILITY WILL BE REVIEWED.

O oTHer:

IF ¥OU DISAGREE WITH THE PROPOSED ACTION, YOU MAY WRITE OR CALL YOUR WORKER AND ASK FOR A CONFERENCE, OR YOU MAY REQUEST
INWRITING A FAIR HEARING TO APPEAL THE ACTION. FOOD STAMP AND TANF ACTIONS MAY ALSO BE APPEALED ORALLY. AT THE HEARING, YOU
WILL HAVE A CHANCE TO EXPLAIN WHY YOU THINK WE MADE A MISTAKE AND A HEARINGS OFFICER OR APPROPRIATE AUTHORITY WILL DECIDE IF
YOU ARE RIGHT.

IF YOU APPEAL THE PROPOSED ACTION ON YOUR GENERAL RELIEF, AUXILIARY GRANT, OR FOOD STAMP CASE BEFORE .
ASSISTANCE MAY CONTINUE. IF YOU APPEAL THE PROPOSED ACTION ON YOUR TANF, REFUGEE ASSISTANCE, MEDICAID, FAMIS PLUS OR SLH
CASE BEFORE . ASSISTANCE MAY CONTINUE. IF THE HEARING DECISION SUPPORTS THE ACTION BEING PROPOSED BY
THE AGENCY, YOU MAY HAVE TO REPAY ASSISTANCE YOU RECEIVED DURING THE APPEAL PROCESS. YOU MAY WAIVE YOUR RIGHT TO
CONTINUED ASSISTANCE BY SUBMITTING A WRITTEN STATEMENT TO YOUR ELIGIBILITY WORKER INDICATING YOUR DESIRE TO REFUSE SUCH
ASSISTANCE. AN APPEAL CAN BE FILED FOR GENERAL RELIEF AND AUXILIARY GRANT CASES FOR UP TO 30 DAYS AFTER RECEIPT OF THIS NOTICE
AND FOR FOOD STAMPS FOR UP TO 80 DAYS, FOR TANF, REFUGEE ASSISTANCE, MEDICAID, FAMIS PLUS OR SLH, AN APPEAL CAN BE FILED FOR UP
TO 30 DAYS AFTER RECEIPT OF THIS NOTICE IF THE PROPOSED ACTION IS EFFECTIVE WITHIN THE NEXT 30 DAYS. IF THE PROPOSED ACTION IS
EFFECTIVE MORE THAN 30 DAYS FOLLOWING RECEIPT OF THIS NOTICE, AN APPEAL MAY BE FILED UNTIL THE EFFECTIVE DATE.

NOTE: FOR ADDITIONAL INFORMATION ABOUT APPEALS AND FAIR HEARINGS, REFER TO THE BACK OF THIS FORM.
032-03-018/27 (6-04)
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APPEALS AND FAIR HEARINGS

SEND WRITTEN APPEALS TO THE ADDRESSES BELOW. YOU MAY ALSO FILE A FOOD STAMP OR TANF APPEAL ORALLY BY CALLING YOUR
LOCAL AGENCY OR DIALING TOLL FREE 1-800-552-3431.

FINANCIAL ASSISTANCE ~ HEARINGS AND LEGAL SERVICES MANAGER MEDICAID, FAMIS PLUS,  CLIENT APPEAL DIVISION

AND FOOD STAMP VIRGINIA DEPARTMENT OF SOCIAL SERVICES ~ AND SLH APPEALS DEPARTMENT OF MEDICAL

APPEALS SHOULD BE 7 NORTH EIGHTH STREET SHOULD BE SENT TO: ASSISTANCE SERVICES

SENT TO: RICHMOND, VA 23219-3301 600 EAST BROAD STREET,
SUITE 1300

RICHMOND, VA 23219

Itis YOUR RIGHT TO APPEAL decisions of the local social services agency. If you want more information or help with an appeal, you
may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not be penalized for asking
for a fair hearing. If you desire free legal advice, you may contact your local legal aid office.

A fair hearing provides you the opportunity to review the way a local social services agency has handled your situation concerning your
stated need for financial assistance, Medicaid, FAMIS Plus, SLH, and/or food stamps. The fair hearing is a private, informal meeting at
the local social services agency with you and anyone you wish to bring as a witness or to help you tell your story, such as a lawyer. A
representative of the local agency will be present as well as a hearings officer. The hearings officer is the official representative of the
State Department of Social Services or the Department of Medical Assistance Services.

In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency
must give you an explanation of its proposed action. You must also be given the opportunity to say why you disagree with the agency's

proposed action. At the conference, you have the right to have your story presented by an authorized representative, such as a friend,
relative or lawyer.

If you request the conference within 10 days of receipt of your Advance Notice of Proposed Action to decrease, suspend or terminate your
services, financial assistance or food stamps, the proposed action will not be taken until a decision is made at your conference.

If you are not satisfied with the local social services agency's action following the conference, and you want to request that your financial
assistance be continued as usual until a hearing decision is received, you must file an appeal within two days following the date of the
conference. You must request the appeal within 10 days of the conference date for Food Stamps. If you do not request a conference but
file your appeal within 10 days of your advance notice of action to reduce, suspend, or terminate your services, financial assistance or food
stamps, your benefits may be continued until a hearing decision is reached. If you appeal the proposed action on your TANF, Refugee
Assistance, Medicaid or FAMIS Plus case prior to the reduction, suspension, or termination effective date, you may also receive continued
assistance. However, if the agency action is upheld, you will be required to repay assistance received during the appeal process.

If you request an appeal concerning food stamps, the local social services agency must offer you a conference after your appeal is filed.

The person who conducts the hearing is someone from the State Department of Social Services or the Department of Medical Assistance
Services, not someone from your local social services agency. The hearings officer makes a decision on your appeal.

You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the
agency. If you cannot be there on that day, call the hearing officer and your service or eligibility worker immediately. If you need
transportation, the local agency will provide it. You may bring a representative andfor witnesses to the hearing to help you tell your story.
Your service or eligibility worker, a local agency supervisor and possibly other agency staff who know about your case may also be at the
hearing to tell how the agency's decision was reached.

At the hearing, you and/or your representative will have the opportunity to:
(1
2

Examine all documents and records that are used at the hearing;

Present your case or have it presented by a lawyer or by another authorized representative;

(4

)
)

(3) Bring witnesses;
) Establish pertinent facts and advance arguments; and
)

(5 Question or refute any testimony or evidence, including the opportunity to confront and cross-examine adverse witnesses.
The decision of the hearings officer shall be based exclusively on evidence and other material introduced at the hearing, except when
medical information is requested or other essential information is needed. In such an event, you and the local social services agency
would be given the opportunity to question or refute this additional information.

You will be notified in writing of the hearings officer's decision on your appeal within 60 days of the date your appeal request is received by
the State Department of Social Services. If the decision is based on a Medicaid, FAMIS Plus or SLH appeal, you will be notified in writing
within 90 days of the date your appeal is received by the Department of Medical Assistance Services.
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ADVANCE NOTI CE OF PROPOSED ACTI ON

FORM NUMBER - 032-03-018

PURPOSE OF FORM - (1) To notify a household of a reduction, term nation or
suspensi on of benefits which occurs within the certification period; and,

(2) to advise the household of its right to a | ocal agency conference and
its right of appeal to the State agency.

USE OF FORM - (1) To be prepared inmediately foll owi ng the decision of the
| ocal agency that the above action is indicated; and, (2) to be mailed to
the recipient imediately or as soon as possible after such decision

This formmay be used to advise recipients of sinultaneous decreases or

term nations in nore than one program Mndates for joint use in Public
Assi stance and Food Stanps are contained in Part XIV.A 3. of this nmanual
and in Section 401.4 of the AFDC Manual

NUVBER OF COPI ES - Three.

DI SPOSI TION OF FORM - The original is to be issued to the head of the
household. One (1) copy is to be retained in the food stanp case file and
one (1) copy is to be placed in another programfile, if appropriate.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Enter the appropriate identifying
information at the top of the form The name and nmailing address of the
recipient are to be inserted in the space at the top of the form spaced in
such a way that a wi ndow envel ope can be used for mailing. Enter all the
case nunbers and categories related to the proposed action.

For each program section, enter, as appropriate:

a. Action Type

b. Reason for Proposed Action

C. Manual Reference

d. Worker's Name and Tel ephone Number

e. Amount of Reduction - Enter the fornmer and new assi stance or

al | ot ment anounts.

f. Ef fective Date - Enter the date of the proposed action. This
date nust be at |east 11 days after the date the formis
mai | ed.

TRANSM TTAL #95-2
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Exanpl es

(1) An Advance Notice of Proposed Action is mailed on
Cctober 15; the effective date of proposed action would
be Novenber 1.

(2) An Advance Notice of Proposed Action is mailed on Cctober
25; the effective date, if check is issued the first of
each nonth, woul d be Decenber 1.

MEDI CAl D SECTI ON -

a.

APPEALS -

a.

VWen it is established that a recipient, or any nmenber of a
recipient's famly unit, is ineligible for Medicaid, for
reasons ot her than income in excess of the established anmount:

1) Enter the effective date of the proposed action.

2) Ineligible Menbers - Enter the names of all ineligible
i ndi vi dual s.

VWen it is established that an otherw se eligible recipient, or
famly unit, is ineligible due to incone in excess of the
est abl i shed amount:

1) Enter the ampunt of the excess incone which nust be spent
or incurred in nmedical expenses before eligibility can be
est abl i shed.

2) Enter the date which identifies the end of the
appropriate six-nonth spend down whi ch begins the first
day of the nonth of term nation

For Food Stanp and Fi nancial Services actions, enter the date
that is 11 days after the date of nmailing to indicate the date
before which a timely appeal can be filed.

For Medicaid actions, enter the effective date of the proposed
action to indicate the date before which a tinmely appeal can be
filed.

Enter the effective date of the proposed action.

Enter the address of the |ocal agency, the date of mailing, and
the tel ephone nunber of the local legal aid representative, if
any.

TRANSM TTAL #95-2
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COMMONWEALTH OF VIRGINIA [FOGD STAMP CASE NUMBER
DEPARTMENT OF SOCIAL SERVICES .

FOOD STAMP PROGRAM ouNTY oY

NOTICE OF EXPIRATION

DEPARTMENT OF SOCIAL SERVICES

ADDRESS

CITY, STATE, ZIP

TO: I_ —l ) TELEPHONE NUMBER

/
T .
YOUR FOOD STAMP GERTIFICATION WiLL END ON (MO, DAY, YR,
. ’

L T

In order to receive uninterrupted beneflts after your current certification ends, you must flle a
new application by , :

(Mo./Day/Yr.) and be found eligible based.on the information
given for this application. The application may be completed during the interview in our office.
You may also- request an application form to complete yourself or have it completed for you
prior to your interview. The application must contain a name, address and signature. An
interview in our office”is required. (If this is impossible, please call and we will make special
arrangements for you.) We can only begin processmg your request for continued certification
when you come in for your interview or we receive’ your application form. The application
form may be filed in person, by mail, by fax, or by your authorized representative at the
address given above or below. If you fail to come In for your interview or file an application
by the specified date you cannot be assured of continued participation without interruption.

We have arranged an appointment for an interview on
at the address above, unless an alternate address is listed below. If you miss this or any
interview scheduled by the local social services agency for your food stamp application, it
will be your respansibility to reschedule it. It will also be necessary for you to provide your
ellglblllty worker with proof of your income and expenses and other mformatlon it requested
in order to receive uninterrupted benefits.

If you do not agr-ee with the action taken on your application, you have the right of appeal.
If you decide to appeal, you must do so within ninety days after being informed of this
department’'s decision. You may get an appeal form from this department or from the State
Department of Soclal Services, 730 East Broad Street, Richmond, VA 23219-1849, or 'you may
file your appeal by calling toll free 1-800-552-3431.

_If all members of your household are now receiving Supplemental Security Income (SSI) or
plan to apply for SSI, you may reapply for food stamps at the social security (SSA) office
instead of filing your application at the local social services department. If you choose to do
‘this, the social security office must also receive your application by the date indicated above.
SSA will send the application on to the food stamp ‘office for recertification processing.

The' Virginia Department of_SociaIl‘Services is an equal opportunity provider.

ALTERNATE AGENCY ADDRESS:
SIGNATURE OF ELIGIBILITY WORKER . DATE

T MAILED
Oaven

032-12-167/14 (4/03)

CLIENT
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NOTI CE OF EXPI RATI ON

FORM NUMBER - 032-12-157 (Manual version 032-03-157)

PURPOSE OF FORM - To advi se the household (1) that its certification period
is about to expire; and, (2) that a new application is necessary to
establish further entitlenent.

USE OF FORM - Househol ds approved in the last nonth of their certification
period, i.e., households certified retroactive to a previous nonth(s), nust
have the expiration notices at the tinme of certification. Al other
househol ds nust have the expiration notices no later than the | ast day of
the next to the last month of the current certification period, but not
earlier than the first day of the next to the |ast nonth of the current
certification period. Wen the agency nmails the Notice of Expiration

all ow two days for delivery in addition to the postmark date. The Notice
of Expiration will run on the 8" of the month. If the 8" is on a weekend
or holiday, the Notice of Expiration will run on the |ast working day

bef ore the weekend or holiday.

NUMBER OF COPI ES - Two.

DI SPOSI TION OF FORM - The agency nust give or mail the original Notice of
Expiration to the head of the household. One (1) copy renains in the case
file.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conpl ete all bl anks.

Bel ow t he agency's address enter the date the certification period will

end, which is the |last day of the last nonth of certification, in the space
provided. Enter an alternate address for the agency at the bottom of the
form if appropriate.

Enter the date by which the household nmust file an application for
recertification. For househol ds approved in the last nonth of their

certification period, this will be 15 cal endar days fromthe date the
notice will be received. (A lowtwo days for mailing in addition to the
postmark date.) For all other households, this will be the 15th cal endar

day of the last nonth of certification

I ndi cat e whether the agency mailed or gave the formto the recipient on the
dat e indi cated.

Enter information regarding an interview date and tine.
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

CHANGE REPORT

CASE NAME

CASE NUMBER

WORKER NAME

LOCALITY

AGENCY TELEPHONE NUMBER

Use this form or call your worker to report changes listed below for your Food Stamps or Temporary
Assistance for Needy Families (TANF) case.

Report changes within 10 days of the day they occur; but at the latest, you have until the 10" day of the
following month to report the change.

Note: If you have a Medicaid case, you must report all changes to your Medicaid worker within 10 days.

ADDRESS CHANGE

New Address (Street, Apt. Number)

City, State Zip

Telephone

I GROSS INCOME FOR YOUR HOUSEHOLD GOES OVER THE LIMIT BELOW

Number of People

in your Household Monthly Weekly Every 2 weeks Twice a month
1 $1,037 $241.16 $482.32 $ 518.50
2 1,390 323.25 646.51 695.00
3 1,744 405.58 811.16 872.00
4 2,097 487.67 975.34 1,048.50
5 2,450 569.76 1,139.53 1,225.00
6 2,803 651.86 1,303.72 1,401.50
7 3,156 733.95 1,467.90 1,578.00
8 3,509 816.04 1,632.09 1,754.50

For each additional

member add + $354 + $82.32 + $164.65 + $177.00

These amounts are good through 9/30/06.

Add gross income for all the people in your household.

New income total $

THE NUMBER OF WORK HOURS IN A WEEK GOES UNDER 20 FOR MEMBERS WHO
ARE 18-50 IF THERE ARE NO CHILDREN IN THE HOUSE

NAME

NUMBER OF HOURS

WHERE WORKING

I IF YOU RECEIVE TANF, TELL US IF AN ELIGIBLE CHILD LEAVES YOUR HOME

Name

Date moved out Name

Date moved out

| CHANGES THAT MAY AFFECT VIEW PARTICIPATION FOR TANF. DISCUSS WITH

YOUR VIEW WORKER.

Change that has occurred

032-03-051/18 (10/05)
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I CHANGES YOU MAY WANT TO REPORT

CHANGE IN SHELTER EXPENSES

Rent or Mortgage Property Taxes Homeowner’s Insurance Electricity
$ per $ per $ per $ per
Gas Oil Kerosene, Coal, wood, etc. List and give amount
$ per $ per
Water/Sewer Garbage Telephone (Basic Service Only) | Installation Fees
$ per $ per $ per $ per
CHANGE IN DAY CARE EXPENSES
Person paying for care Person receiving care Amount billed How often?
$
CHANGE IN MEDICAL EXPENSES FOR MEMBER WHO ARE 60 OR MORE OR DISABLED
Name Type of expense Amount billed
$

CHANGE IN LEGALLY OBLIGATED CHILD SUPPORT PAID TO ANOTHER HOUSEHOLD

Person paying support Person receiving support Amount legally obligated Amount paid
per $ per
CHANGE IN THE NUMBER OF PEOPLE IN YOUR HOUSEHOLD Has ANYONE MOVED IN?
Name Date moved in Relationship to you Social Security Number
Date of Birth Race (not required) Sex Marital Status
U.S. Citizen If Alien, give alien number, date of Last school grade completed Currently in School?
Yes () No ()| entry Yes( ) No()

HAS ANYONE MOVED OUT?:

Name Date moved out Name Date moved out

I HOW LONG DO YOU EXPECT THE CHANGE(S) TO CONTINUE

( )YES ( ) NO Do you expect any of the change(s) you listed on this report to continue beyond this month? If YES,
explain

| declare that all information | gave on this form is correct and complete to the best of my knowledge and belief.

Signature Date

The Virginia Department of Social Services is an equal opportunity provider.
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CHANGE REPORT

FORM NUMBER - 032-03-051

PURPOSE OF FORM - To provide a recipient household with a method of
reporting changes in circumstances.

USE OF FORM - Recipient households may use the form to report changes
in circumstances. Households must report changes to the agency when
they occur but no later than 10 days after the month of the change.

NUMBER OF COPIES - One.

DISPOSITION OF FORM - The agency must provide the Change Report to all
households at the time of initial application and reapplication and at
recertification if the income limits listed on the form have changed or
if the household needs another form. The agency must also provide the
Change Report form whenever the household returns a completed one or
reports a change in the household size.

INSTRUCTIONS FOR PREPARATION OF FORM - The EW must complete information
at the top of the form before providing the form to the household.

TRANSMITTAL #60
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COMMONWEALTH OF VIRGINIA

DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

ENTITLEMENT TO RESTORATION OF LOST BENEFITS

é U CASE NUMBER

DATE

LOCALITY WORKER

[d  YOU ARE ENTITLED TO A RESTORATION OF BENEFITS BECAUSE YOUR PRIOR ALLOTMENT WAS INCORRECTLY
CALCULATED OR YOU WERE DENIED IMPROPERLY.

TOTAL AMOUNT OWED $ MONTH(S) RESTORATION COVERS

REASON

[ IF THIS BLOCK IS CHECKED, YOU WERE OVERISSUED FOOD STAMPS, YOUR RESTORATION WAS REDUCED
BY THE AMOUNT YOU WERE OVERISSUED.

AMOUNT YOU WERE OVERISSUED $ AMOUNT YOU ARE ENTITLED TO RECEIVES$

d vyour REQUEST FOR RESTORATION OF BENEFITS, DATED WAS DENIED DUE TO

IF YOU DO NOT AGREE WITH THIS DECISION, YOU CAN REQUEST A FAIR HEARING. AT THE HEARING, YOU
WILL HAVE A CHANCE TO EXPLAIN WHY YOU THINK WE MADE A MISTAKE. A HEARING OFFICER WILL DECIDE
IF YOU ARE RIGHT. TO REQUEST A FAIR HEARING, OR IF YOU WANT TO KNOW MORE ABOUT HOW A FAIR
HEARING WORKS.. CALL YOUR WORKER AT THE NUMBER SHOWN BELOW, OR CALL TOLL FREE 1-800-552-
3431, OR WRITE TO:

HEARINGS AND LEGAL SERVICES MANAGER
VIRGINIA DEPARTMENT OF SOCIAL SERVICES
730 EAST BROAD STREET
RICHMOND, VIRGINIA 23219-1849

IF YOU WANT TO REQUEST A FAIR HEARING, YOU MUST DO SO WITHIN 90 DAYS FROM THE DATE OF THIS NOTICE.

FOR ADDITIONAL INFORMATION ABOUT APPEALS AND FAIR HEARINGS, PLEASE SEE THE BACK OF THIS NOTICE.

ELIGIBILITY WORKER TELEPHONE NUMBER FOR FREE LEGAL ADVICE CALL

032-03-153/10 (10/01)

CLIENT




VI RG NI A DEPARTMENT ENTI TLEMENT TO RESTORATI ON
OF SOCI AL SERVI CES OF LOST BENEFI TS

10/ 02 VOLUME V, PART XXV, PAGE 60

APPEALS AND FAIR HEARINGS

A fair haring provides you opportunity to review the way a local social services agency has handled your situation concerning your
stated need for food stamps. The fair hearing is a private, informal meeting at the local social services agency with you and anyone you
wish to bring as a witness or to help you tell your story, such as a lawyer. A representative of the local agency will be present aswell
as a hearing officer. The hearing officer is the official representative of the State Department of Social Services.

In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency
must give you an explanation of its proposed action. You must also be given the opportunity to present any information on which your
disagreement with the agency’s proposed action is based. At such a conference, you have the right to have your story presented by an
authorized representative, such as a friend, relative, or lawyer.

If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps,
the proposed action will not be taken until a decision is made at your conference.

If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps
be continued as usual until a hearing decision is received, you must file an appeal within two days following the date of the conference.
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food
stamps, your benefits may be continued until a hearing decision is reached. However, if the agency action is upheld, you will be required
to repay assistance received during the appeal process.

If you request an appeal concerning food stamps, the local social service agency must offer you a conference after your appeal is filed.
If you wish to request a hearing, follow the instructions on the front of this form.

The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services
agency. The hearing officer makes a decision on your appeal.

You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the

agency. If you cannot be there on that day, call your service or eligibility worker immediately. If you need transportation, the local agency
will provide it. You must bring a representative and/or witness to the hearing to help you tell your story. Your service or eligibility worker,
a local agency supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s
decision was reached.

At the hearing, you and/or your representative will have the opportunity to:

(1) examine all documents and records which are used at the hearing;

(2) present your case or have it presented by a lawyer or by another authorized representative;

(3) bring witnesses;

(4) establish pertinent facts and advance arguments; and

(5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine

adverse witnesses.

The decision or recommendation of the hearings officer shall be based exclusively on evidence and other material introduced at the
hearing, except when medical information is requested or other essential information is needed. In such an event, you and the local
social services agency would be given the opportunity to question or refute this additional information.

You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received
by the State Department of Social Services.

It is YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more information or help with an
appeal, you may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not be penalized
for asking for a fair hearing. If you desire free legal advice you may contact your local legal aid office.
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ENTI TLEMENT TO RESTORATI ON OF LOST BENEFI TS

FORM NUMBER - 032- 03-153

PURPOSE OF FORM - To notify a household of its entitlenent to restoration
of lost benefits.

USE OF FORM - To be conpleted at the tine the | ocal agency determ nes a
househol d is entitled to restoration of |ost benefits, or denies a request
for restoration.

NUMBER OF COPIES - Two.

DI SPOSI TION OF FORM - The original is sent to the household. The copy is
to be retained in the case record.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM

Conpl ete the identifying information at the top

Check the first box to informa household that it is entitled to a
restoration. Conplete the information requested on the form |If the
restorati on was of fset agai nst an amount which was previously overissued,
check the small block in the second paragraph and conplete the information
request ed.

Check the second box if the request for restoration is denied and conplete
the infornmation requested.

Conplete the information at the bottomof the form

TRANSM TTAL #38
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

REQUEST FOR VERIFICATION/MISSED INTERVIEW

Case Name:

Case Number:

TO:
Agency:

Date:

In order to determine your eligibility for food stamps or your continued eligibility for food stamps,
you must provide the following information or take the following actions:

Proof of your address
Q Verification Form Attached

Proof of who lives in your household and relationship

Proof of your household’s income
Q Verification Form Attached

Other

Please take the requested action by or we will close your food stamp case or
deny your application.

You missed the interview to discuss your food stamp application on
You must reschedule the interview or we will deny your application.

Eligibility Worker Telephone number

Reminder: Be sure to report changes in your circumstances to the agency within 10 days.

032-03-385/1 (6/03)
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Request for Verification/M ssed Interview

FORM NUMBER - 032-03-385

PURPOSE OF FORM - To request a household provide clarification or
verification of the household' s circunstances or to notify the household of
a mssed schedul ed interview

USE OF FORM - The Eligibility Wrker (EW mnust conplete the formto request
clarification, verification, or action taken by an applying or

partici pati ng household. The househol d nmust take the requested action
within ten days. The EWnust follow this formw th an Advance Notice of
Proposed Action or Notice of Action if the agency alters the household' s
eligibility or benefit level in response to the Request for Verification
form

This formis not intended to anend the request for information or
verification needed for an application. The EWshould send a revised
Checklist of Needed Verifications in this instance.

NUMBER OF COPIES - Two.

DI SPOSI TI ON OF FORM - The agency must mail the formto the househol d and
retain a copy of the conpleted form

| NSTRUCTI ONS FOR PREPARATI ON OF FORM - The wor ker nust conplete the genera
case information and note the specific request for which the household is
responsi bl e for conpleting, including rescheduling an interview The

wor ker nust al so include the deadline for the subm ssion of the information
that is ten days after the mailing date. The EWdoes not need to include a
date at the bottomof the formif the household fails to attend a schedul ed
interviewif this is the sole purpose for sending the household the notice.

TRANSM TTAL #56



VIRGINIA DEPARTMENT
OF SOCIAL SERVICES

REQUEST FOR ASSISTANCE

PAGE 63

PART XXIV,

VOLUME V,

7/05

Commonwealth of Virginia
Department of Social Services
REQUEST FOR ASSISTANCE

--- ADAPT ---

GENERAL INFORMATION

This Request for Assistance is the first part of the application process and
protects your application date. You must also complete the second part of the
application process by (1) having an interview, or (2) completing an Application for
Benefits form, or another appropriate Medicaid application.

With this Request for Assistance, you can begin the application process for
one or more of the following assistance programs. You can also use this
Request to request a Medicaid resource assessment for long term care.

Food Stamps

Temporary Assistance for Needy Families (TANF)
Medicaid Children’s Health Insurance

° General Relief

. Emergency Assistance

. State and Local Hospitalization

. Refugee Cash Assistance

. Refugee Medical Assistance

COMPLETE AND ACCURATE INFORMATION
You must give complete, accurate, and truthful information. If you refuse to
give needed information, your eligibility for assistance may not be able to be
determined. Information regarding your race is not required, but if you
decide not to give this information, your worker will complete that section. If
you knowingly give false, incorrect or incomplete information, or fail to
report changes, you could lose your benefits and be arrested, prosecuted,
fined and/or impriscned. If you knowingly give false, incorrect, or
incomplete information in order to help some else receive benefits, you
could be arrested and prosecuted for fraud. You must also provide required

032-03-875/7 (8/04)

SPECIAL INFORMATION FOR FOOD STAMP APPLICANTS

You can begin the application process for Food Stamps by completing this Request
for Assistance or by completing only the information in the boxes below and providing
at least your name, address, and signature. You must complete the rest of the
application process before your eligibility can be determined.

You must alsc be interviewed. Under certain hardships, you can be interviewed by

telephone. You may turn in this Request for Assistance before you are interviewed.
This is important because if you are eligible for the month in which you apply,

your food stamp amount will be based on the date you actually turn in your Request.

EXPEDITED SERVICE FOR FOOD STAMPS

Your household may qualify for Expedited Service and receive food stamps within 7
days if you are eligible and your gross monthly income is less than $150 and liquid
resources are $100 or less; or your monthly shelter bills are higher than your
household's gross monthly income plus your liquid resources; or your household is a
migrant or seasonal farmworker household with little or no income and resources.
GIVE THE INFORMATION REQUESTED IN THE BOXES BELOW, SO YOUR
ELIGIBILITY FOR EXPEDITED SERVICE CAN BE DETERMINED.

Total money expected this month before deductions

Total cash, money in checking/savings accounts, CDs

Total rent or mortgage for this month

© B B e

Total utility expenses for this month

Do no count amounts due for previous months.
Count only the basic telephone service cost.

Is anyone in your household a migrant or
seasonal farmworker YES( ) NO( )

NAME DATE OF BIRTH

ADDRESS SOCIAL SECURITY NUMBER
TELEPHONE

SIGNATURE DATE

L
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VERIFICATION AND USE OF INFORMATION

The information that you give may be matched against Federal, State, and
local records including the Virginia Employment Commission and the
Department of Motor Vehicles to determine if it incorrect, accurate, and
truthful. In addition, your Social Security Number (SSN) will be used to
verify your identity, prevent receipt of benefits from more than one social
service agency at the same time, and make required program changes.

The INCOME AND ELIGIBLITY VERIFICATION SYSTEM (IEVS) will also

be used to verify information. This system uses your SSN to verify wages
and salary, unemployment benefits, and unearned income by using records
from the Internal Revenue Service and the Social Security Administration.
The State Verification Exchange System (SVES) uses your SSN to verify
your receipt of social security and Supplemental Security Income (SSI)
benefits. Itis also used to verify quarters of coverage under Social Security,

if you are an alien. In addition, the U.S. Citizenship and Immigration Services
(USCIS) will be used to verify the status of aliens. Any difference between the
information you give and these records will be investigated. Information

from these records may affect your eligibility and benefit amount. If a food stamp
claim arises against your household, the information on this application,
including all SSNs, may be referred to Federal and State agencies, as well

as private claims collection agencies, for claims collection action.

VIRGINIA SOCIAL SERVICES — BENEFIT
PROGRAMS BOOKLET

This booklet contains information about the programs available at your
local social services agency plus other very important information you
should know, including your responsibilities. READ THIS BOOKLET
CAREFULLY. Refer to the APPEALS Section if you have a complaint
about an action taken on your case.

COMPLETING THE REQUEST FOR ASSISTANCE

If you need help completing this Request for Assistance, a friend or relative
or your eligibility worker can help you. If you are completing this Request for
someone else, answer each question as if you were that person. If you need
to change an answer or make a correction, write the correct information
nearby and put your initials and date next to the change. If more than 6
people are living in your home and you need more space to list everyone,
tell the agency you need extra pages.

FILING A REQUEST FOR ASSISTANCE

You may turn in a partially completed Request for Assistance which contains at
least your name, address, and signature (or the signature of your authorized
representative), but you must complete the rest of the application process before
your eligibility can be determined. For some programs, you must also be
interviewed, but you may turn in your Request for Assistance before your interview.

You may return your Request for Assistance by mail, fax, or in person. If you
return the form in person, you may turn it in any time during office hours the same
day you contact your local social services agency. You have the right to file

your Request for Assistance, even it looks like you may not be eligible for benefits.

Your Food Stamps Rights

In accordance with Federal law and U.S. Department of Agriculture policy, this
institution is prohibited from discriminating on the basis of race, color, national origin,
sex, age, religion, political beliefs and disability.

To file a complaint of discrimination, write USDA, Director, Office of Civil Rights,
Room 326-W, Whitten Building, 1400 Independence Avenue SW, Washington D.C.
20250-9410 or call (202) 720-5964 (voice and TDD), USDA is an equal opportunity
provider and employer.

AGENCY USE ONLY
EXPEDITED SERVICE DETERMINATION

Income less than $150 and YES( ) NO( )
Resources $100 or less

Income plus resources less than shelter YES( ) NO( )

For migrants or seasonal farmworkers:

Resources $100 or less, and in next 10 days
$25 or less is expected from new income:
OR
Resources $100 or less, and no income
is expected from a terminated source for the rest of
this month or next month. YES( ) NO( )

EXPEDITE IF YES TO ANY OF THE ABOVE
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S— AGENCY USE ONLY
Commonwealth of Virginia CASE NAME CASE NUMBER(S) | PROGRAM(S) REGISTRATION NUMBER
Department of Social Services
REQUEST FOR ASSISTANCE APPLICATION TYPE LOCALITY WORKER CASELOAD NUMBER
- ADAPT ---
DATE OF SERVICE REFERRAL DATE RECEIVED
1
APPLICANT'S NAME C/O NAME PHONE NUMBER (HOME/MESSAGES)
(WORK)
RESIDENCE ADDRESS (INCLUDE CITY, STATE AND ZIP) MAILING ADDRESS (IF DIFFERENT) DIRECTIONS TO HOME
() English () Spanish ( )Cambodian ( )Vietnamese ( ) Other
2. Check( )yourhousehold's primary language: () Kurdish () Arabic ( )Japanese ( ) German ( )French ( )Farsi
() Somali () Haitian-Creole () Laotian () Chinese ( )Korean

3. LIST EVERYONE LIVING N YOUR HOME, avenif you arg not requesting assistance for thal per
List yoursell on the first i you are marded, st youd spouse on the second line, Then fist overy
one else. Provide the inf ted tor each person listed, Cheok () ype of aesistance
requestad for éach person is requested, check NOMNE for ihat person. A Social

Security Murmber and an umnber do not have to bg provided for any individoal
for whormn assistance is not being requested ; -
HAME SEX AMEE ETHHIGITY | DATE OF SOTIAL ALIEN g THIS PERSON'S TRGENGY
FIRST ML LAST SUFRIX (JR., SR} MF sger segs BHTH SECURLYY REGISTRATION RELATIONSHIP USE ONLY
BELOW BELOW HURBER HMBER e : ¥O YOL GLIENT 1D

PYour hame)

Your Spouse’s Name, I you are martied)

* RACE: (Not required) Use these codes to indicate RACE: 1 - White, 2 — Black or African American, 3 — American Indian or Alaska Native, 4 - Asian, 5 - Native Hawaiian or Pacific Islander.

6 — American Indian or Alaska Native and White, 7 — Asian and White, 8 — Black or African American and White, 9 — American Indian or Alaska Native and Black or African American, A — Asian and
Black, B - Other

** ETHNICITY: (Not required) Use these codes to indicate ETHNICITY: 1 — Hispanic or Latino, 2 — Not Hispanic or Latino

4. Listanyone from #3 above who is pregnant
or who is disabled:
5. List anyone from #3 above who is requesting Medicaid who had medical treatment during the 3 months before this request:

3
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6. YES( ) NO( ) Have youoranyone for whom you are applying ever applied for or received or are currently receiving any benefits from a social services
agency, including Food Stamps, AFDC, TANF, Medicaid Children's Health Insurance, General Relief, Auxiliary Grants, Foster Care,
Adoption Assistance, Refugee Cash or Medical Assistance?

| Person Who Applied for or Received Benefits Under What Case Name Type of Benefits Received
When From What County or City of State
7. YES( ) NO( ) Doesanyone have any of the following emergencies? If YES, check (v) the type of emergency and explain the cause.
( ) Food () Shelter () Medical ( ) Clothing () Other Emergency
Cause:
8 YES( ) NO( ) Isthereanything thatyou would like to talk about with a service worker? This could include concerns about your children, school problems,

child care needs, family planning, family violence, referrals to other community organizations, or other problems or concems. If YES, explain.

Explain:

BY MY SIGNATURE BELOW | DECLARE, UNDER PENALTY OF PERJURY, THAT ALL OF THE FOLLOWING ARE TRUE:
| understand:

| | All of the information in the GENERAL INFORMATION Section on pages 1 and 2.
n If | give false, incorrect, or incomplete information, | may be breaking the law and could be prosecuted for perjury, larceny, or welfare fraud.
| | If I helped someone else complete this form so as to get benefits he or she is not entitled to receive, | may be breaking the law and could be prosecuted.

| received the Benefit Programs Booklet YES ( ) NO( ) MEDICAID APPLICANTS: | received the Virginia Medicaid Handbook YES ( ) NO( )

All information | gave on this Request for Assistance is correct and complete to the best of my knowledge and belief. | authorize the release to this agency of all information
necessary to determine my eligibility.

| filled in this Request for Assistance myself. YES( ) NO( ) If NO, it was read back to me when completed.  YES( ) NO( )

APPLICANT OR AUTHORIZED REPRESENTATIVE'S SIGNATURE OR MARK DATE WITNESS TO MARK OR INTERPRETER DATE

COMPLETE THE BOX BELOW IF THIS REQUEST FOR ASSISTANCE WAS COMPLETED FOR THE APPLICANT BY SOMEONE ELSE:

APPLICANT OR AUTHORIZED REPRESENTATIVE'S SIGNATURE OR MARK DATE ADDRESS

| PHONE NUMBER  (HOME) (WORK) RELATIONSHIP TO APPLICANT
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REQUEST FOR ASSI STANCE
FORM NUMBER - 032-03-875

PURPOSE OF FORM - To indicate intent to apply for benefits by applicant.

USE OF FORM - To be conpleted by an applicant to begin the application
process through the ADAPT system The form conpleted with the applicant's
nane, address and signature will secure the application date regardl ess of
the eventual date of conpletion of the interactive interview and signed
Statenment of Facts. The formwill also allow an evaluation of entitlenent
to expedited service processing.

NUMBER OF COPIES - One.

DI SPOSI TION OF FORM - The form nust be retained in the case record with the
appropriate Statenent of Facts.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM - Ceneral instructions appear of the
formfor conpletion.

I f changes need to be made after the application is conpleted, the
applicant should wite the revised information near the original entry.
The applicant nust initial and date the changes. Except for agency-use
sections, eligibility workers may not add to or wite on a conpleted
application.

TRANSM TTAL #56
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

INTERIM REPORT FORM - REQUEST FOR ACTION

Case Name:

Case Number:

Agency:

Date;__

You were required to send in a completed Interim Report to this agency by the fifth (5") of the
month for your TANF and/or your food stamp case. Please note the information checked below.

() We have not received an Interim Report form from you. A copy of the Interim Report is
attached. When you send it in, please make sure you answer every question, attach all
the information the report asks for, and sign and date the report.

() TheInterim Report form you submitted was incomplete. The form you submitted is
attached. This form is incomplete because:

1. () Youdid not answer every question. Please answer the following
questions: ,
2. ( ) Proof of some of the statements made on your report was missing, and

without the proof we are requesting, the amount of food stamps or TANF
you receive may be decreased or your case will be closed. Please send
in the following proof;

3. () Youdid not sign and/or date the report. Please sign and date the report.

You must return a completed Interim Report and proof of any changes within ten (10) days, by
. If you do not submit a completed report by this date, your Food
Stamp or TANF case will close. You will not receive an additional notice unless the
information you submit changes your benefits.

If you‘ are unable to complete the Interim Report or if you have any questions about how to
complete it or what information you need to send in, you may ask your local agency worker for
help.

Worker Telephone Number For Free Legal Advice Call

032-03-649/1 (7/04)
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APPEALS AND FAIR HEARINGS

If you do not agree with the action we are proposing or the amount of benefits you are receiving, you may have a fair hearing on
your case. At the hearing you will have a chance to explain why you think we made a mistake and a hearing officer will decide if
you are right. A hearing gives you a chance to review the way a local social services agency handled your situation about your
need for TANF or food stamps. The hearing is a private, informal mesting at the local social services agency with you and
anyone you want to bring as a witness or to help you tell your story, such as a lawyer. A representative of the local agency will

be present as well as a hearings officer. The hearing officer is the official representative of the State Department of Social
Services.

It is YOUR RIGHT TO APPEAL decisions of the local social services agency. If you want more information or help with an
appeal, you may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not
be penalized for asking for a fair hearing. If you want free legal advice, you may contact your local legal aid office.

How to File an Appeal i

» Send a written request to the Virginia Department of Social Services, Attention: Hearing and Legal Services
Manager, 7 North Eighth Street, Richmond, Virginia 23219-3301

e Call me at the number listed on the front

¢ Call 1-800-552-3431

When to Appeal

*  Within the next 30 days for TANF and within the next 90 days for food stamps.

»  Within 10 days of the date on this form to get the food stamps continued.*

» Before the effective date of the change to get the TANF benefits continued.*

*Note that you may have to repay benefits you received during the appeal process if the hearing decision supports the agency
action. :

Local Agency Conference '
In addition to filing an appeal, you may have a conference with your local social services agency. During the conference, the
agency must explain its proposed action. You will have the chance to present any information where you disagree with the
agency's proposed action. You may present your story by an authorized representative, such as a friend, relative, or lawyer.

If you request the conference within 10 days of receiving of your notice to decrease or end your TANF or food stamps benefits,
the proposed action will not take place until after there is a decision made for the conference.

If the conference does not satisfy you and you want to continue to receive your benefits until there is a hearing decision, you
must file an appeal for TANF benefits within two days following the date of the conference and within 10 days of the conference
date for food stamps. If you do not ask for a conference but you file an appeal within 10 days of the notice of action to reduce,
suspend, or terminate your TANF or food stamps, you may continue to receive benefits until there is a hearing decision. If you
appeal the proposed action on your TANF case before the reduction, suspension or termination effective date, you may also
receive continued coverage. Note that you may have to repay benefits you received during the appeal process if the hearing
decision supports the agency action.

Hearing Process and Decision

The hearing officer will notify you of the date and time for your hearing at the local social services agency or at a location
agreeable to you and the agency. If you cannot be there on that day, call the hearing officer and your eligibility worker
immediately. If you need transportation, the local agency will provide it.

At the hearing, you and/or your representative will have the opportunity to:

Examine all documents and records used at the hearing;

Present your case or have it presented by a lawyer or by another authorized representative;

Bring witnesses;

Establish pertinent facts and advance arguments; and

-Question or refute any testimony or evidence, including the opportunity to confront and cross-examine witnesses.

The hearings officer will base the decision only on the evidence and other material introduced at the hearing, except when
medical information is requested or other essential information is needed. In this event, you and the local social services agency
would have the opportunity to question or refute this additional information.

You will get the hearings officer's decision in writing on your appeal within 60 days of the date the State Department of Social
Services receives your appeal request. )
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| NTERI M REPORT FORM — REQUEST FOR ACTI ON
FORM NUMBER — 032- 03- 649

PURPOSE OF FORM — To notify a household of required actions it nust take
for submitting the InterimReport or any needed verifications.

USE OF FORM — The agency may use this formto tell househol ds what action
is needed to process the InterimReport to avoid closure of the case.

NUMBER OF COPIES — Two

DI SPOSI TI ON OF FORM — The agency nust notify househol ds when they fail to
conplete the InterimReport formor fail to submt needed verification or

information. |f the household fails to submit the InterimReport, the EW
must include another copy of the InterimReport with this request for
action. |If the household files an inconmplete formor fails to submt

needed i nformation, the EWnust return the original InterimReport to the
househol d al ong with this action form

| NSTRUCTI ONS FOR PREPARATI ON OF FORM — The EW nust conpl ete identifying
case and agency information at the top of the form The EWmnust conplete
the action required of the household and include a date for submitting the
formor information/verification. The EWnust sign and date the form and
i ncl ude a tel ephone nunber for |egal assistance.

TRANSM TTAL #56
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Commonwealth of Virginia PERMANENT VERIFICATION LOG

Department of Social Services

Case Name Case Number FIPS EW Date

Secondary Case Name Secondary Case Number

DOCUMENT METHODS AND DATES OF VERIFICATION REQUIRED BY PROGRAM(S) BEING EVALUATED.
1. MEMBER INFORMATION

MBR NAME SOCIAL SECURITY CITIZENSHIP/
# LAST FIRST M NUMBER DATE OF BIRTH ALIEN STATUS RELATIONSHIP

(# of APP mm/ddlyy)
VEN: VEN: VFN: VFN:

1
VFN: VEN: VEN: VFN:

2
VFEN: VFN: VFEN: VFEN:

3
VFN: VFN: VFN: VFN:

4
VEN: VFN: VFN: VFN:

5
VFN: VEN: VFN: VFN:

6
VFN: VEN: VEN: VFN:

7
VFEN: VFN: VEN: VFEN:

8

INDICATE ANY CHANGES TO THE ABOVE INFORMATION AND DOCUMENT METHOD AND DATE OF VERIFICATION.

032-03-823A/2 (6/95)
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2. DOCUMENTS AND VERIFICATIONS (WHEN REQUIRED BY POLICY)

BIRTH RECORDS AND IMMUNIZATIONS

Name Dob Place Of Birth Sex Race

Mother's Maiden Name Father's Name BVS#/VFN

Immunizations, Dates

Name DOB Place Of Birth Sex Race

Mother's Maiden Name Father's Name BVS#/VFN

Immunizations, Dates

Name DOB Place Of Birth Sex Race

Mother's Maiden Name Father's Name BVS#/VFN

Immunizations, Dates

Name DOB Place Of Birth Sex Race

Mother's Maiden Name Father's Name BVS#/VFN

Immunizations, Dates

MARRIAGE RECORDS

Wife's Maiden Name Husband’s Name

Date of Marriage Place VFEN

DIVORCE RECORDS

Husband Wife

Date of Divorce Place VFN

DEATH RECORDS

Name of Deceased

Date of Death Place VFN
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PERMANENT VERI FI CATI ON LOG

FORM NUMBER - 032-03- 823A

PURPOSE OF FORM - To docunent verification of eligibility factors which are
general ly not subject to change.

USE OF FORM - To be conpleted, at initial certification, recertification or
during the certification period, when a household has a circunstance
requiring a one-time-only verification or a change requiring verification

NUMBER CF COPIES - One.

DI SPOSI TION OF FORM - The formis to be kept in the case record. |If
additi onal space is needed, use an additional form

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conplete the identifying infornmation
at the top of the form

Conpl ete the el enents required for the Food Stanp Program If an el ement
does not apply, |eave the element blank. Docunent the method and date of
verification for each el ement required.

Document changes to previously verified informati on and docunent the nethod
and date of verification for the change.

TRANSM TTAL #37
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COMMONWEALTH OF VIRGINIA CASE NUMBER

DEPARTMENT OF SOCIAL SERVICES
DIVISION OF BENEFIT PROGRAMS

NON-RECEIPT AFFIDAVIT/EBT CARD REPLACEMENT REQUEST

FS CASE NAME DATE LOCALITY
ADDRESS CITY, STATE, ZIP
CHECK (0) THE BOX BELOW WHICH DESCRIPBES THE REPLACEMENT How was the EBT card of food destroyed or damaged?
REASON:
[ Non receipt of authorization [ Food destroyed in a

to participate (EBT) card household disaster

[0 EBT card destroyed/stolen

Value of destroyed food If the EBT card was stolen, have you filed a police report?
O Yes O No
Where filed?
Date:

| hereby certify, under penalty of perjury and/or fraud, that the household listed above has not received its electronic benefits transfer
(EBT) card or has experienced the destruction of food, the destruction of the EBT card, or has experienced the theft of an EBT card in
the month of , (year)

Signature Date

The Virginia Department of Social Services is an equal opportunity provider.
032-03-388 (10/01)

CLI ENT
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NON- RECEI PT AFFI DAVI T/ EBT Card Repl acenent Request

FORM NUMBER - 032-03-388

PURPOSE AND USE OF FORM — This formw |l allow the |ocal agency to assess
the reason for a replacenent of an EBT card or determ ne the val ue of food
destroyed. Depending on the reason for the |loss, the |local agency may
credit the card replacenent fee back to the househol d’s EBT account or
provi de additional food stanp benefits to cover the val ue of food

dest royed.

USE OF FORM — The | ocal agency must provide the affidavit to househol ds
that request the formor who request a credit of the card replacenment fee.
The agency nust provide the formto households that report the | oss or
destruction of the EBT card due to a reason for which the | ocal agency nmay
credit the card replacenent fee. The agency nust also provide the formto
househol ds that report a household disaster that resulted in the | oss of
food purchased with food stanp benefits.

NUMBER CF COPI ES - Two.

DI SPOSI TI ON OF FORM — The | ocal agency must provide a copy of the conpleted
formto the household and file a copy in the case record.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - Local agency staff should conplete
the identifying case information at the top of the form A household
menber or an authorized representative nust conplete or provide information
for the bottom section regarding the replacement of the EBT card or food
destroyed. A household nenber nmust sign and date the form

TRANSM TTAL #54



VIRGINIA DEPARTMENT INTERNAL ACTION AND
OF SOCIAL SERVICES VAULT EBT CARD AUTHORIZATION

7/05 VOLUME V, PART XXIV, PAGE 75

COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES
DIVISION OF BENEFIT PROGRAMS

INTERNAL ACTION AND VAULT EBT CARD AUTHORIZATION

TO: Vault Card Issuance Unit EBT Administrative Terminal Personnel Date / /
FROM Eligibility Worker/Supervisor: Telephone Number:
RE: Case Name: Case Number:

I. [ ] Authorization for a Vault EBT Card
Vault card reason: (1) ___ Timely processing (2) ___ Household emergency (3) ___ Agency determination

Case Name Social Security Number Case Name Birth Date / /

[ ] Issue a vault card to Authorized Representative

Address of vault card recipient:

Il. [ ] Authorization for crediting the card replacement fee to the household's account

Reason: [ Household disaster: O Lost in the mail U Household Violence
O Improperly manufactured (d Reapplication, nocard [ Cardholder name changed

. [ ] Administrative error — Debit account for §,

IV. [ ] Reactivate dormant EBT account.

V. [ ] RepayFS Claim of $ from [ Active O  Dormant/expunged account

Issuance/Administrative Unit Use

I. EBT Vault Card Number: Card destroyed on / /
Type of identification seen:
O Driver's License O Rent/Utility Bill/Receipt [ School ID Card [ Work ID Card
O Library Card O Social Security Card [ Other

| acknowledge that | received my EBT card or that | received the card on behalf of another household. |
understand that | need to select a Personal Identification Number to use my benefits.

Cardholder's Signature Date
[ ] Cardholder failed to pick up vault card. O card destroyed (O Vault card not prepared
Il. Replacement fee credited on / /
[ll. EBT account debited for § for an administrative error on / /
IV. EBT account reactivated on / /
V. Repaid § to FS Claim on / /
Completed by

Issuance/Administrative Worker Date

032-03-387/4 (4/05)
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Internal Action and Vault EBT Card Authorization
FORM NUMBER - 032-03-387
PURPOSE OF FORM - The Eligibility Unit will use this form to

communicate with the Issuance or Administrative Unit in the local
agency.

USE OF FORM - The EW must complete the top portion of the form to
authorize the Issuance Unit to prepare and issue a vault card to an
eligible household or authorized representative. The Eligibility
Supervisor must complete the top portion of the form to authorize the
Issuance or Administrative Supervisor, as designated by the agency, to

credit the card replacement fee to a household's EBT account. The
Issuance or Administrative Unit must complete the bottom portion of the
form to document the action taken. The primary cardholder or

authorized representative must also sign the form to acknowledge
receipt of the vault card. The agency must use the internal action
form to document repayment of a claim with funds in an EBT account or
to debit an account for an administrative error.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The Eligibility Worker or Supervisor must retain
a copy of the form and forward the remaining copies to the Issuance or
Administrative Unit for completion. The Issuance or Administrative
Unit must retain a copy of the fully completed form and return the
second copy to the Eligibility Unit. Upon receipt of the form, the
Eligibility Worker or Supervisor must file the copy in the case file.
The initial copy completed only by the Eligibility Unit may be
discarded.

INSTRUCTIONS FOR PREPARATION OF FORM - The EW or Supervisor must
complete the identifying case and unit information. The EW or
Supervisor must complete the appropriate section of the top portion of
the form to explain or authorize actions, including Section I to note
why a vault card is necessary. The EW must include the address of the
person who will receive the vault card, either the primary cardholder
or authorized representative, for entry in the EBT system. The EW may
attach a copy of the AECASE or AECAS1 ADAPT screen, as appropriate, to
avoid transcription errors.

The Eligibility Supervisor must complete Section II to authorize
crediting the card replacement fee back to the household's EBT account.
The Eligibility Supervisor must also complete Section III to debit
benefits from an account that were erroneously deposited as a result of
an administrative error.

TRANSMITTAL #63
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The EW or Supervisor may authorize the reactivation of a dormant
account by completing Section IV. The Primary Cardholder may also
contact the Issuance or Administrative Worker directly to request the
reactivation of the account. The EW or supervisor may also authorize
deducting funds from an account to repay a claim by completing Section
V.

The Issuance Unit must promptly act to prepare a vault card for a
household upon receipt of the form completed by the Eligibility Unit.
The Issuance Worker must obtain and record identity verification before
releasing the vault card and secure the signature of the primary
cardholder or authorized representative on the form.

The completed form must remain with a prepared vault card until the

cardholder comes to the agency. The Issuance Unit must destroy the
card after five business days if the cardholder does not receive it or
make additional arrangements to receive the card. The Issuance Worker

must note the date of the destruction of the card on the form. If the
agency opts to wait until the cardholder comes to pick up the wvault
card before preparing the card, the Issuance Unit must notify the EW if
the cardholder fails to obtain the card within five business days after
the initial authorization by the certification unit.

The supervisor of the Issuance or Administrative Unit, as determined by
the agency, must complete the section to credit the card replacement

fee back to the household's EBT account.

The Issuance or Administrative Worker or Supervisor must sign and date
the form.

TRANSMITTAL #63
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COMMONWEALTH OF VIRGINIA Locality;

DEPARTMENT OF SOCIAL SERVICES Case No.:

Category: d GR [ FS [ Other (Specify)
EMPLOYMENT SERVICES REGISTRATION FORM

SECTION | IDENTIFYING INFORMATIN (this section is completed by the eligibility worker.)

REGISTRANTS NAME:

FIRST MIDDLE LAST
CASE NAME:

FIRST MIDDLE LAST
DATE OF BIRTH: SSN:
ADDRESS:
MAILING ADDRESS:

TELEPHONE NUMBER:

SECTION Il REGISTRATION (This section is completed by the person registering for Employment Services.)

MANDATORY REGISTRANT: | have read the reverse of this form, have received the booklet explaining the program and have had the program
explained to me. | understand that registration for the Employment Services Program is necessary in order to be eligible for assistance. | further
understand that | or the person required to register may have to:

@) seek jobs on my (their) own and in cooperation with the Employment Services staff:

(b) respond to agency requests; and

(c) participate in employment and training activities to which | am (they are) assigned.

SIGNATURE: DATE:

VOLUNTARY REGISTRANT: | understand that | am registering voluntarily for Employment Services and that | may withdraw at any time without
any effect on my allotment. | understand that if | become a mandatory registrant, | must meet Employment Services requirements.

SECTION IlIl - COMMENTS (This section is completed by the eligibility worker.)

Food Stamp Application approval date Certification period from to
Avre benefits time limited or would they be time limited if the individual did not reside in a waived locality? Yes( ) No( )
Does registrant read and write English? Yes( ) No( ) Unknown ()
Is registrant working parttime? Yes( ) No( ) Unknown ()
Is registrant potentially eligible for unemployment benefits? Yes( ) No( ) Unknown ()

EMPLOYMENT SERVICE UNIT
Date Referral Received

Eligibility Worker Signature

Worker Number Date

032-03-071/9 (7/99
ELIGIBILITY UNIT
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RIGHTS AND RESPONSIBILITIES FOR MANDATORY REGISTRANTS

Registration for and participation in the Employment Services Program is a condition of your eligibility to receive assistance.

This means that:

APPLICANTS FOR FOOD STAMPS

If you are applying for Food Stamps and you fail to register for Employment Services, you will be denied benefits for yourself.
Your household may also be ineligible until registration occurs.

RECIPIENTS
GENERAL RELIEF If you are a recipient of General Relief and you fail, without good cause to participate, you will not be eligible for assistance.
FOOD STAMPS If you are a recipient of Food Stamps and you fail, without good cause, to participate, you or your entire

household will be sanctioned (disqualified) from Food Stamps for:

--one month, or until you comply, whichever is longer, for a first sanction,
--three months, or until you comply, whichever is longer, for a second sanction,
--six months, or until you comply, whichever is longer, for a third and any subsequent sanctions.

If you need help with child care or transportation in order to participate, you will receive such help or you will be excused from participating.
If your assistance is denied or reduced as a result of a determination that (1) you have not registered: or (2) you have failed, without good cause, to participate,
you may request a hearing to determine if the agency acted properly. Good cause will exist if you are unable to participate in the program due to an event or

change in circumstances outside of your control.

The Department of Social Services will not discriminate against any individual or group because of race, sex, religion, age, national origin, color, marital status,
disability or political beliefs.

IF YOU HAVE ANY QUESTIONS ABOUT REGISTRATION, CONTACT YOUR ELIGIBILITY WORKER.

IF YOU HAVE ANY OTHER QUESTIONS ABOUT THE REQUIREMENTS OF THE EMPLOYMENT SERVICES PROGRAM,
CONTACT YOUR EMPLOYMENT SERVICES WORKER.
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EMPLOYMENT SERVI CES REG STRATI ON/ REPORTI NG FORM

FORM NUMBER - 032-03-071

PURPOSE OF FORM - To be conpleted in order to neet the work registration
requirenents in Part VIII.A

USE OF FORM - To be used in agencies which run an Enpl oynent and Traini ng
Program for food stanp recipients. The panphlet, "FSET - Making the Ri ght
Moves", nust be given to each registrant at the tine of the registration.

NUMBER OF COPI ES - Three.

DI SPOSI TION OF FORM - The original is to be kept in the eligibility case
record. The first copy is to be forwarded to the Enployment Services Unit
in the local agency within five days of certifying the household. The
second copy is to be given to the applicant when the formis signed.

I NSTRUCTI ONS FOR PREPARATI ON OF FORM - The EW nust conpl ete the identifying
information at the top of the form Section |I and Section I11.

The informati on on the back of the form and before the signature line in
Section Il nmust be reviewed with the applicant at the time the formis
signed. Only persons required to be registered will be referred so, the
applicant must sign and date the formin the Mandatory Regi strant section.

TRANSM TTAL #95-2
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES REGISTRANT
EMPLOYMENT SERVICES PROGRAMS oSl
CASE NUMBER

COMMUNICATION FORM

Urser JGR [ITANF LITANF-UP

TO
FROM

EW
, ESW

[J Reevaluation of non-exempt/mandatory status is requested
because

Date

Reply Needed By

[ Individual has failed to comply with program requirements.
Reason

[J Volunteer no longer wishes to participate.

{J Individual will enter/entered employment on._L_L
#Hours/week Rate of pay $ Per
Employer

[J Please send verification of employment.

[ Individual will enter education or training activity
o/ [

Location

[ Individual will be a participant in work experience. Please

[ Good cause does not exist.
[ Notify ESW if aware of good cause reason.
{J Comparability exists.
[J Sanction for (check appropriate answer):
— until notified of compliance _ 3 months and compliance

— 1 month and compliance — 6 months and compliance

[ Please provide the dollar amount of reduction due to
employment or sanction.

[ Please notify when sanctioned individual has been added
back to FS unit.

provide the FS or GR dollar amount for the month of [ Other
TO ESW Date
FROM EW Reply Needed By

[ Result of reevaluation of non-exempt/mandatory status

[J Non-exempt/mandatory individual now exempt.
Reason

[ Volunteer no longer wishes to participate.

[ Individual will enter/entered employment on_l__L
#Hours/week Rate of pay $
Employer

Per

[ Individual/household no longer eligible for FS or GR.
Case closed due to: (check one)

[ Sanction-ANPA sent

[J Employment-Benefit reduction/savings information
provided below

[ Other
Effective Date

[J Individual deleted from FS household due to: (check one)
[J Sanction, ANPA sent
[ Other

Effective Date

[J Effective with payment on'_LL, benefits

will be reduced

from $ to$

[J Individual appealed sanction. Pre-hearing conference
scheduledfor—__/ / __at (time).

[0 Sanction ended effective / /
Mandatory registrant has been added back to FS unit.

[J Amount of FS allotment/GR payment for

month of was $

[J Individual may be unable to participate in ESP/FSET
program because

[ New certification period:
from to

[ Individual can: [J Read English [d Write English

[J Other

032-02-072/7 (5/03)




VI RG NI A DEPARTMENT EMPLOYMENT SERVI CE PROGRAMS
OF SOCI AL _SERVI CES COMVUNI CATI ON_FORM

10/ 95 VOLUME V, PART XXV, PACGE 82

EMPLOYMENT SERVI CES PROGRAMS COVMUNI CATI ONS FORM

FORM NUMBER - 032-02-072

PURPOSE OF FORM - To exchange infornmation about ESP clients between the
eligibility worker and the Enpl oynent Services worker.

USE OF FORM - To be originated by either the eligibility worker or the
Enpl oynent Services worker at the tine circunstances change, for the
registrant, that require the exchange of information

NUMBER OF COPI ES - Three.

DISPOSITION OF FORM - This formis prepared in triplicate. Distribution of
the top two copies is indicated on the form The third copy renmains
attached to the copy being forwarded, in the event the receiving party uses
the sane formfor reply.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM

The nane of the registrant, the case name, case nunber and programare to
be entered in the upper right hand corner by the worker who originates the
form

The top half of the formis conpl eted when nessages nust be communicated to
eligibility staff fromenpl oynent services staff. The enpl oynent services
wor ker wi Il check whichever bl ock comunicates the desired infornmation or
requests the desired information

The bottomhalf of the formis conpleted when the eligibility staff is
either returning the formto enploynent services with the requested

i nfornmati on conpl eted, or when the eligibility staff is conmmunicating
information to enploynent services. The eligibility worker will check
whi chever bl ocks are applicable to the situation

TRANSM TTAL #95-2
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COMMONWEALTH OF VIRGINIA

DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM

FOOD STAMP SANCTION NOTICE FOR NON-COMPLIANCE WITH A WORK REQUIREMENT

é B CASE NUMBER
COCALITY
WORKER DATE
é a
NAME:

VOLUNTARILY AND WITHOUT GOOD CAUSE QUIT A JOB.
VOLUNTARILY AND WITHOUT GOOD CAUSE REDUCED THE HOURS WORKED TO LESS THAN 30 HOURS PER WEEK.
REFUSED OR FAILED TO COMPLY WITH THE FOLLOWING EMPLOYMENT PROGRAM REQUIREMENT:

AS A RESULT, THE FOLLOWING SANCTION WILL BE APPLIED IN YOUR FOOD STAMP CASE.

THE PERSON NAMED ABOVE IS DISQUALIFIED AND WILL NOT BE ELIGIBLE TO RECEIVE FOOD STAMP BENEFITS FOR THE
MONTHS OF . HOWEVER, IF THE PERSON REFUSED OR FAILED TO COMPLY WITH
AN EMPLOYMENT PROGRAM REQUIREMENT, THE PERSON MUST COMPLY WITH THAT REQUIREMENT IN ORDER TO
RECEIVE FOOD STAMPB ENEFITS.

YOUR HOUSEHOLD'S FOOD STAMP ALLOTMENT OF $ WILL BE CHANGED TO $
EFFECTIVE .

YOUR ENTIRE HOUSEHOLD WILL NOT BE ELIGIBLE TO RECEIVE FOOD STAMP BENEFITS FOR THE MONTHS OF

. HOWEVER, IF THE PERSON NAMED ABOVE REFUSED OR FAILED TO COM-
PLY WITH AN EMPLOYMENT PROGRAM REQUIREMENT, THE PERSON MUST COMPLY WITH THAT REQUIREMENT IN
ORDER FOR YOUR HOUSEHOLD TO RECEIVE FOOD STAMP BENEFITS.

THE SANCTION INDICATED ABOVE CAN BE LIFTED BEFORE THE END OF THE SANCTION PERIOD IF YOUR HOUSEHOLD IS OTH-
ERWISE ELIGIBLE AND THE PESON NAMED ABOVE LEAVES THE HOUSEHOLD OR BECOMES EXEMPT FROM THE REQUIRE-
MENT TO REGISTER FOR WORK.

IF YOU DO NOT AGREE WITH THE PROPOSED ACTION, YOU MAY WRITE OR CALL YOUR WORKER, WHOSE NAME, ADDRESS
AND PHONE NUMBER APPEAR BELOW, AND ASK FOR A CONFERENCE OR, YOU CAN HAVE A FAIR HEARING ON YOUR CASE.
AT THE HEARING YOU WILL HAVE A CHANCE TO EXPLAIN WHY YOU THINK WE MADE A MISTAKE, AND AHEARING OFFICER WILL
DECIDE IF YOU ARE RIGHT. TO REQUEST A FAIR HEARING, JUST CALL OR WRITE YOUR WORKER, OR WRITE TO THE VIRGINIA
DEPARTMENT OF SOCIAL SERVICES, 730 EAST BROAD STREET, RICHMOND, VIRGINIA 23219-1849, ATTENTION: HEARING AND
LEGAL SERVICES MANAGER. PLEASE SEE THE BACK OF THIS FORM FOR AN EXPLANATION OF HEARINGS.

YOU CAN ALSO REQUST A FAIR HEARING BY CALLING TOLL FREE 1-800-552-3431. YOU MUST REQUEST YOUR FAIR HEARING
WITHIN 90 DAYS. IF YOU APPEAL THE ACTION ON YOUR CASE BEFORE ASSISTANCE MAY
CONTINUE. HOWEVER, IF ASSISTANCE IS CONTINUED. YOU MAY HAVE TO REPAY BENEFITS YOU RECEIVED DURING THE
APPEAL PROCESS IF THE HEARING DECISION SUPPORTS THE AGENCY ACTION.

Eligibility Worker: Agency Address Agency Phone

For Free Legal Advice Call: This Number is a Local Legal Services Agency

032-03-174/5 (11/01) (Combines former versions of 032-03-174 and 032-03-175)
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APPEALS AND FAIR HEARINGS

A fair haring provides you opportunity to review the way a local social services agency has handled your situation concerning your
stated need for food stamps. The fair hearing is a private, informal meeting at the local social services agency with you and anyone you
wish to bring as a witness or to help you tell your story, such as a lawyer. A representative of the local agency will be present as well
as a hearing officer.

In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency
must give you an explanation of its proposed action. You must also be given the opportunity to present any information on which your
disagreement with the agency’s proposed action is based. At this conference, you have the right to have your story presented by an
authorized representative, such as a friend, relative, or lawyer.

If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps,
the proposed action will not be taken until a decision is made at your conference.

If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps
be continued as usual until a hearing decisi on is received, you must file an appeal within two days following the date of the conference.
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food
stamps, your benefits may be continued until a hearing decision is reached. However, if the agency action is upheld, you will be required
to repay benefits received during the appeal process.

If you wish to request a hearing, follow the instructions on the front of this form.

The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services
agency. The hearing officer makes a decision on your appeal.

You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the
agency. If you cannot be there on that day, call your service or eligibility worker immediately. If you need transportation, the local agency
will provide it. You may bring a representative and/or witness to the hearing to help you tell your story. You eligibility worker, a local agency
supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s decision was
reached.

At the hearing, you and/or your representative will have the opportunity to:

(1) examine all documents and records which are used at the hearing;

(2) present your case or have it presented by a lawyer or by another authorized representative;

3) bring witnesses;

(4) establish pertinent facts and advance arguments; and

(5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine

adverse witnesses.

The decision or recommendation of the hearing officer shall be based exclusively on evidence and other material introduced at the
hearing, except when medical information is requested or other essential information is needed. In such an event, you and the local
social services agency would be given the opportunity to question or refute this additional information.

You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received
by the State Department of Social Services.

Itis YOUR RIGHT TO APPEAL decisions of the local social services agency; consequently, if you want more information or help with an
appeal, you may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not be penalized
for asking for a fair hearing. If you desire free legal advice you may contact your local legal aid office.
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FOOD STAMP SANCTI ON NOTI CE FOR NONCOWPLI ANCE W TH A WORK REQUI REMENT

FORM NUMBER - 032-03-174

PURPOSE OF FORM - To i nform househol ds of reductions or term nations in
their food stanp allotnments due to sanctions for refusal or failure to
conply with Enpl oynent Program requirenents. The agency nust al so send
this notice to notify households or individuals of the disqualification
caused by quitting a job or reducing work w thout good cause.

USE OF FORM — The EW nust conplete this formafter there is a decision to
sanction an individual or household. NOTE: |If there nust be sinultaneous
sanctions in both TANF and food stanps for the household s failure to
comply with a work requirement, the agency nust conplete a joint Advance
Noti ce of Proposed Action (0320030018) instead of this form

NUMBER COF COPI ES - Two.

DI SPCSI TI ON OF FORM - The original nmust be sent to the household. The copy
must be retained in the Food Stanp case record.

I NSTRUCTI ONS FOR PREPARATI ON OF THE FORM

The agency must send this formfor all enploynent program sanction
situations, and findings of voluntary quit or work reduction, except for

si mul t aneous TANF and food stanp sanctions as noted above. The agency nust
send the formeven if the certification period is expiring or the household
had previously been notified of adverse action for sone other reason on
anot her form

Enter the appropriate identifying information at the top of the form

Enter the nane of the person who did not conply, and the requirement with
whi ch he/she did not conply. Obtain information fromthe Enpl oynent
Service Worker for violations related to work registration other than
failure to conplete the registration form

Check the appropriate entry to indicate if the entire household or if only
an individual is to be sanctioned. List the nonths of the sanction, the
reduction in benefits and the effective date, as appropriate.

Enter the date by which an appeal may be requested in order to continue
benefits at the original ampbunt. Enter the day that is 11 days after the
date of mailing.

Conpl ete the information at the bottom of the form

TRANSM TTAL #54
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COMWONWEALTH OF VIRG NI A
DEPARTMENT OF SOCI AL SERVI CES
FOCD STAVP PROGRAM

SCOCI AL SECURI TY NUMBER

CASE NAME CASE NUMBER
FOOD STAMP BENEFIT TRACKING SHEET
36 MONTH BENEFI T PERI OD -
MWYY MWYY
MONTH 1 MONTH 2 MONTH 3 MONTH 4 MONTH 5 MONTH 6 MONTH 7 MONTH 8 MONTH 9 MONTH 10 MONTH 11 MONTH 12
STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS
MONTH 13 | MONTH 14 | MONTH 15 MONTH 16 MONTH 17 | MONTH 18 MONTH 19 MONTH 20 | MONTH 21 MONTH 22 MONTH 23 MONTH 24
STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS
MONTH 25 | MONTH 26 | MONTH 27 MONTH 28 MONTH 29 | MONTH 30 MONTH 31 MONTH 32 | MONTH 33 MONTH 34 MONTH 35 MONTH 36
STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS STATUS
STATUS CODES

PM  Mnth with prorated benefits. E3: Exenpt. Mmnor child in hone

Y1: Benefit received (1 3 nonths). E4: Exenpt. Pregnant

Y2: Benefit received (2" 3 nonths) Mist be consecuti ve. E5: Exempt. Medically certified as unable to work.

RE: Regained Eligibility. E6: Exenpt. Meets a work registration exenption.

N : No benefit received. E7: Exenpt. Locality exenpted.

El: Exenmpt. Working at |east 20 hrs/wk. E8: Exenpt. Age.

E2: Exenpt. Participating in an approved work program

032-03-920/2 (11/01)
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FOOD STAWMP BENEFI T TRACKI NG SHEET

FORM NUMBER - 032-03-920

PURPOSE OF FORM — The agency may use this formto track participation in

t he Food Stanmp Program of each househol d nmenber between the ages of 18 and
50, in order to limt participation to three months within a 36-nonth
period or to accurately record exenptions to the Wrk Requirenment
accurately.

USE OF FORM - To be conpleted by the EWat certificati on and when changes
are processed. |If the agency elects to use the form the EWnust update
the formretrospectively to record changes in exenptions and partici pation.

NUMBER OF COPIES - One.

DI SPOSI TION OF FORM - The formnust be retained in the case record. The
formor the information contained on the formnmust be shared with other
Virginia localities when individuals nove fromone locality to another.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM - Conpl ete the individual menber’s
nane and case information at the top of the form List the 36-nmonth period
beginning with the first month of participation. For each nmonth, record a
code for each nmonth of participation.

TRANSM TTAL #55
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Commonwealth of Virginia
Department of Social Services
NOTICE OF INTENTIONAL PROGRAM VIOLATION

Name and Address Case Name

Case Number

Locality Date

An investigation of your __ Temporary Assistance for Needy Families (TANF) case,
or __ Food Stamp case has recently been completed. We have reason to believe you intentionally violated a program
rule because (may be continued on reverse):

We have the following evidence to support our case against you (may be continued on reverse):

Therefore, a request for an Administrative Disqualification Hearing for the purpose of proving the above allegation
will be made. This hearing determines whether you or another person in your household should be disqualified from
participation in the program(s) checked above.

You or your representative may look at the evidence at the local social services department by calling the number
below to arrange a convenient time.

You have the right to an Administrative Disqualification Hearing prior to any action taken by the local Department of
Social Services to disqualify you from receiving benefits. If you wish, you may waive your right to this hearing. By
signing the attached waiver, you will be disqualified from receiving benefits for the period shown below whether or not
you admit to the facts as presented. )
Temporary Assistance for Needy Families (TANF)
__ 6 months, 1st violation __ 12 months, 2nd violation __ permanently, 3rd violation

If you are not receiving TANF benefits now, you will be subject to the above disqualification penalty whenever you
apply for TANF and are found eligible for TANF benefits again.

Food Stamps
__months, 1st violation __ months, 2nd violation __ permanently, 3rd violation
__ Other (Specify)

If you do not sign the attached waiver, an Administrative Disqualification Hearing will be held. If the hearing finds
that you committed an Intentional Program Violation, you will be disqualified for the same period of time as shown
above.

Neither signing the attached waiver nor holding the hearing shall prevent the State or Federal government from
prosecuting you for an Intentional Program Violation in a criminal or civil court action, or from collecting the
overpayment or overissuance. You have the right to remain silent concerning the allegations as anything said or
signed by you could be used against you in a court of law.

Worker Telephone For Free Legal Advice Call

032-03-721/6
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NOTICE OF INTENTIONAL PROGRAM VIOLATION
FORM NUMBER - 032-03-721 This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To advise a person that he/she is suspected of having
committed an intentional program violation (IPV).

USE OF FORM - The worker must complete this form to advise a household
that an IPV is suspected. The worker must send this form with the
Waiver of Administrative Disqualification Hearing and the
Administrative Disqualification Hearings pamphlet (032-01-961).

NUMBER OF COPIES - Two.

DISPOSITION OF FORM - The worker must send the original to the
individual suspected of committing an IPV and keep a copy.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying
information at the top of the form. Complete the form with appropriate
information to note the program involved, the actions allegedly
committed, the supporting evidence, and the length of the
disqualification period. The back of the form may be used if
additional space is needed for these explanations. Sign the form and
complete the information at the bottom of the form.

TRANSMITTAL #59
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Commonwealth of Virginia
Department of Social Services
WAIVER OF ADMINISTRATIVE DISQUALIFICATION HEARING

Name and Address ‘ Case Name

Case Number

Locality Date

The Notice of Intentional Program Violation told you the local agency suspects you
intentionally violated a program rule in the _ Temporary Assistance for Needy Families
(TANF) program, or __ Food Stamp Program. The Notice listed the evidence against you.

Amount of TANF overpayment $ Amount of Food Stamp overissuance $

This form is a WAIVER of an administrative disqualification hearing.

IF YOU CHOOSE TO SIGN THIS WAIVER, you must indicate whether or not you admit
to the facts as presented in the Notice of Intentional Program Violation. Please note: You

do not have to admit to any of the allegations.

IF YOU ARE NOT THE APPLICANT, THAT PERSON MUST ALSO SIGN THIS

WAIVER.
If you choose to sign this waiver, please return it by to avoid scheduling a
hearing. Please return the form to:

Agency Name and Address

Worker Telephone For Free Legal Advice Call

WAIVER
Check one of the following statements:
1 admit to the facts as presented and understand that a disqualification
penalty will be imposed and a reduction of benefits will occur if I sign this waiver.

I do not admit that the facts presented are correct. Howevér, I have chosen to
sign this waiver and understand that a disqualification penalty and reduction of
benefits will result. ’

Signature Date

Signature of Applicant if Other Than You Date

032-03-722/2
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WAIVER OF ADMINISTRATIVE DISQUALIFICATION HEARING

FORM NUMBER - 032-03-722 This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To advise a household member suspected of having
committed an intentional program violation (IPV) that the right to a
hearing may be waived but the disqualification penalty will be imposed
if the waiver is signed.

USE OF FORM - The local agency must complete the form and send it to
determine if a waiver to the administrative disqualification hearing
can be obtained before referring the case to the Hearing Authority.
This form must be sent with the Notice of Intentional Program
Violation.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The local agency must send the original to the
individual suspected of committing an IPV and send a copy to Fraud
Management if the waiver is signed. The agency must keep a copy.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying
information at the top of the form. Enter the amount of the
overpayment or overissuance for the program involved. Complete the
form with the date by which the form must be returned if the waiver is
to be activated. Enter a date that is 10 days after the mailing date.

If the right to the hearing is waived, the individual must complete the
rest of the form and return it to the agency.

If a signed waiver is returned to the agency, a copy must be sent to
Fraud Management.

TRANSMITTAL #60
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Commonwealth of Virginia
Department of Social Services
REFERRAL FOR ADMINISTRATIVE DISQUALIFICATION HEARING

Case Name Case Number Locality

Member Suspected TANF Violation (circle one) 1 2 3

, _ _ Period of IPV
Address (include city, state, zip)

Amount of Overpayment $

Food Stamps Violation (circle one) 1 2 3

Period of IPV

Amount of Overissuance $

The suspected household member is alleged to have committed the following act(s) of
intentional program violation:

We have the following evidence to support our case:

Copies of evidence to be presented at the hearing to prove the allegation are attached, including:

1) Verification or documents to support the charge; 2) Any applications for Temporary
Assistance for Needy Families or Food Stamps signed by the accused during the time in which
the intentional program violation allegedly occurred.

Information in this referral is provided with the knowledge it will be used in reaching a
decision on the allegations made in this referral, and will be made available to the accused
individual or representative.

Submitted by Title Telephone Date

032-03-725/3
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REFERRAL FOR ADMINISTRATIVE DISQUALIFICATION HEARING

FORM NUMBER - 032-03-725 This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To refer cases to the State Hearing Authority where
an individual is suspected of having committed an intentional program
violation.

USE OF FORM - The local agency worker must complete the form to provide
information needed by the State Hearing Authority in order to initiate
an administrative disqualification hearing. Mail the referral to:

Virginia Department of Social Services
Hearings and Legal Services Manager

7 North Eighth Street

Richmond, VA 23219-3301

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The local agency must send the original and one
copy to the Hearings Manager and keep a copy.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the information
requested at the top of the form. The Period of Intentional Program
Violation (IPV) is the span of time over which the IPV occurred. This
will often coincide with the dates over which a claim was established.

The "Amount of Overissuance" is the total amount of the claim which
relates to the IPV. If the IPV was due to an act which did not result
in an overissuance, for example, using food stamps to pay rent, or
misrepresenting the household's income on an application that was
subsequently denied, indicate "0O" overissuance in this block.

Explain the intentional act alleged and the evidence the agency has to
support its claim. Evidence listed here is to be made available to the
individual and will be presented at the hearing. Confidential or other
information restricted from the household cannot be the basis of the
evidence to support the accusation of an IPV.

The agency director/superintendent or designee must sign the form.

TRANSMITTAL #59
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Commonweal th of Virginia
Depart nent of Social Services
ADVANCE NOTI CE OF ADM NI STRATI VE DI SQUALI FI CATI ON HEARI NG

Name and Address Case Name

Case Number

Locality Dat e

The | ocal social service departnent has recently conpleted an investigation of you
Tenporary Assistance to Needy Fam |ies (TANF) case, or Food Stanp case.

The department believes you conmitted an intentional violation of a programrul e because
(continue on reverse, if necessary):

The department has the followi ng evidence to support the case against you (continue on
reverse, if necessary):

You or your representative may | ook at this evidence at the | ocal social service department by
calling your local worker to arrange a convenient tine.

An Adm nistrative Disqualification Hearing has been schedul ed to exanine the facts of your
case. The hearing will be held at:

Ti me Pl ace
Dat e
If the hearing officer finds you intentionally violated a programrule, you will be

disqualified fromreceiving benefits for the period shown below (the itens checked apply to
you) :

Tenporary Assistance for Needy Families (TANF)

6 months, 1% violation 12 nonths, 2™ violation _____permanently, 3" violation
If you are not receiving TANF benefits now, you will be subject to the above disqualification
penal ty whenever you apply for TANF and are found eligible for TANF benefits again.

_nonths, 1% violation ____ nonths, 2™ violation _ permanently, 3" violation
_Other (specify)

It is inmportant that you or your representative be at the hearing. Qherw se, a decision wll

be based solely on informati on provided by the |ocal social service departnent. |f you are
unable to attend the schedul ed hearing, you nust contact the |ocal social service department
at least 10 days in advance of the hearing date. |If you or your representative fail to appear

at a schedul ed hearing, you nust contact the local the |ocal social service department wthin
10 days after the date of the hearing and present good reason for your failure to appear in
order to receive a new hearing. An explanation of the steps involved in a hearing is
encl osed.

(continued on next page)
032-03-724/6
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ADVANCE NOTI CE OF ADM NI STRATI VE DI SQUALI FI CATI ON HEARI NG

Even though this hearing is schedul ed, this does not prevent the State or Federal Government
from prosecuting you for an intentional violation of a programrule in a court of law or from
coll ecting the overpayment or overissuance. |f you have any questions or need the nane and
phone number of soneone who can give you free |legal advice, call the l|ocal social service
of fice at:

Hearing Officer Phone Number

(Continuation of explanations from page 1, if necessary)

YOU HAVE THE RI GHT TO:

Look at the evidence that will be used at the hearing both before and during the hearing.
Pl ease call the local social service departrment if you wish to | ook at the evidence before the
hearing. The departnent will provide a free copy of the portions of your case file that

relate to the hearing upon request.

Present your own case or have soneone present your case for you, such as a |awer, friend,
relative, or conmunity worker.

Bri ng your own witnesses.

Argue your case freely.

Question or deny any evidence or statenents made agai nst you.
Bri ng any evidence you may have that would support your case.

Remai n silent concerning the charge(s) against you.
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ADVANCE NOTICE OF ADMINISTRATIVE DISQUALIFICATION HEARING
FORM NUMBER - 032-03-724 This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To schedule an administrative disqualification
hearing (ADH) .

USE OF FORM - The hearing officer must complete the form to provide an
individual with a notice in advance of an ADH. The form must be sent
by first class mail or certified mail with return receipt requested, or
may be provided by any other reliable method. The ADH pamphlet must be
sent to the individual with the advance notice.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The hearing officer must send the original to the
individual alleged to have committed an IPV and a copy to the local
agency. The hearing officer must keep a copy.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying
information at the top of the form. Information provided on the
referral for the ADH will be used as the basis for the hearing.

Complete the form with the date, time and location of the hearing.
Note the disqualification period for the IPV. 1Include other
information as needed to complete the form.

TRANSMITTAL #59
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Commonwealth of Virginia
Department of Social Services
ADMINISTRATIVE DISQUALIFICATION HEARING DECISION

Name and Address ‘ Case Name

Case Number

Locality

On the basis of evidence presented at the Administrative Disqualification Hearing held on
, it has been determined that you:

— DID NOT COMMIT an intentional violation of a Temporary Assistance for Needy Families
(TANF) or Food Stamp program rule.

— DID COMMIT an intentional violation of a Temporary Assistance for Needy Families (TANF) or
Food Stamp program rule.

If you did commit an intentional program violation, the local agency will disqualify you from receiving
benefits for the time shown below:

Temporary Assistance for Needy Families (TANF)
6 months, 1st violation ____12 months, 2nd violation permanently, 3rd violation

If you are not receiving TANF benefits now, the period of disqualification will be postponed until such
time as you apply for TANF benefits and are found eligible again.

Food Stamps
months, 1st violation months, 2nd violation permanently, 3rd violation
Other (Specify)

The local agency is responsible for notifying you of the date the disqualification will take effect. Also,
the local agency is responsible for notifying you of the effect the disqualification will have on the
benefits to be received by any remaining household members.

This hearing decision does not prevent the local agency, State or Federal government from asking you to
pay back the amount of any extra Temporary Assistance for Needy Families (TANF) benefits or Food
Stamp benefits your household was not eligible to receive. The local agency is responsible for sending
you a letter requesting repayment, ,

If you are not satisfied with the hearing decision, you can ask for a review of this decision by the
Commissioner, Virginia Department of Social Services by sending a written request within 10 days of
receipt of this notice to:

Virginia Department of Social Services
Hearings and Legal Services Manager
7 North Eighth Street ‘
Richmond, VA 23219-3301

Hearing Officer Date
032-03-723/8
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ADMINISTRATIVE DISQUALIFICATION HEARING DECISION

FORM NUMBER - 032-03-723 (This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To advise the household member suspected of an
intentional program violation (IPV) of the outcome of the
Administrative Disqualification Hearing (ADH).

USE OF FORM - The hearing officer must complete the form to include the
decision rendered.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The hearing officer must send the original to the
household member and send a copy to the local agency. The hearings
officer must keep a copy.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the identifying
information requested at the top of the form. Complete the form
showing the date of the hearing and note whether an IPV was committed.
If an IPV was determined, note the disqualification period for the
program involved.

TRANSMITTAL #59
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‘Commonwealth of Virginia
Department of Social Services
NOTICE OF DISQUALIFICATION FOR INTENTIONAL PROGRAM VIOLATION

Name and Address Case Name

Case Number

Locality Date

This notice is to inform you of the disqualification of a person from the . Temporary
Assistance for Needy Families (TANF) program, or __ Food Stamp Program.

has been disqualified for the amount of time shown:

TANF ___6months ____ 12 months ___ Permanently
Food Stamps ____months ___ months ___ Permanently ___ Other (specify)
The reason for the disqualification is shown below:

Court of appropriate jurisdiction found the person guilty of committing an intentional
program violation of ___ TANF or ____ Food Stamp policy.

____ An Administrative Disqualification Hearing found the person guilty of committing an -
intentional program violation of ____ TANF or ___ Food Stamp policy.

____The person waived his or her right to an Administrative Disqualification Hearing. The
person had been informed that the disqualification penalty would be imposed.

The disqualification period will begin:

___From the TANF program, effective

The TANF payment will change from $ to$

___Ifthis blank is checked, the disqualification will begin when the person next applies for and
is found eligible for TANF. :

___ From the Food Stamp program, effective

The Food Stamp allotment will change from $ to $

Worker Telephone For Free Legal Advice Call

032-03-052/11
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NOTICE OF DISQUALIFICATION FOR INTENTIONAL PROGRAM VIOLATION
FORM NUMBER - 032-03-052 (This form and instructions are available
online at www.localagency.dss.state.va.us/divisions/bp/forms.cgi.

PURPOSE OF FORM - To advise the household of a disqualification due to
an intentional program violation.

USE OF FORM - The local agency worker must send this form to advise the
household of the length, reason and starting date of a
disqualification.

NUMBER OF COPIES - Two.

DISPOSITION OF FORM - The local agency worker must send the original to
the household and file a copy in the case record.

INSTRUCTIONS FOR PREPARATION OF FORM - Complete the form with
information appropriate for the case and for the program involved.
Enter the name of the individual who is to be disqualified.

TRANSMITTAL #59
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COMMONWEALTH OF VIRGINIA

DEPARTMENT OF SOCIAL SERVICES
FOOD STAMP PROGRAM
NOTICE OF ACTION AND EXPIRATION

THIS IS TO INFORM YOU OF ACTION TAKEN ON YOUR FOOD STAMP APPLICATION OR CASE CASE NUMBER

DATE

COUNTY/CITY

SECTION 1. ACTION ON APPLICATION DATED

Approved for following months

Amount first month $ Months covered Amount for following months$

You selected as Head of Household. If all adult members do not agree, contact your worker within 10 days.

YOU MUST REPORT WITHIN 10 DAYS REQUIRED CHANGES IN THE PERSON IN YOUR
HOUSEHOLD AND IN YOUR FINANCIAL SITUATION. If necessary, you may call collect.

Children approved for food stamp benefits and attending public school may be eligible for free meals. Call your school for more information.
Food stamp or an ATP card not received in the mail or destroyed after receipt may be replaced if the loss is reported right away.

If you do not agree with the action we have taken or the amount of food stamps you are receiving, you can have a fair hearing on your case. At the heaing
you will have a chance to explain why you think we made a mistake, and a hearing officer will decide if you are right. To request a fair hearing, you may call
me at the number below or write to the Virginia Department of Social Services, Attention: Manager, Appeals and Fair Hearings, 730 East Broad Street,
Richmond, Virginia 23219-1849. You may also request a fair hearing by calling toll free 1-800-552-3431. You must request your fair hearing within the next
90 days. If you appeal the action on your case before assistance may continue. However, if
assistance is continued, you may have to repay benefits you received during the appeal process if the hearing decision supports the agency action. For
additional information about appeals and fair hearings, please see the back of this notice.

SECTION 2. ACTION REQUIRED TO RECEIVE UNINTERUPTED BENEFITS

Your food stamp certification will end on

In order to receive uninterrupted benefits following the end of your current certification, you must complete a new application.

by and be found eligible based on the information given on this application.
You may request an application to complete yourself or to be completed by anyone you choose, or we will be happy to assist you to complete the
application. We can only begin processing your request fa continued certification upon receipt of an application form having at least your name, address
and signature. If you fail to complete an application by the date indicated above, you cannot be assured of continued participation without interruption.

We have arranged an appointment for an interview on:
if you miss this or any interview scheduled by the local social services agency for your food stamp application, it will be your responsibiity to reschedule
it. If you unable to come to the agency for an interview and you are unable to appoint an authorized representative to come for you, please let

us know. Under certain circumstances, an office interview may be waived and arrangements made for an out-of -office or telephone interview. It will
also be necessary for you to provide your eligibility worker with proof of your income and expenses if requested in order to receive uninterrupted benefits.

If all members of your household are now receiving Supplemental Security Income (SSI) or plan to apply for SSI, you may reapply for food stamps at the
social security office instead of filing your application at the local social services agency. The social security office will send your application to the social
services agency for processing. If you choose to do this, the social security office must also receive your application by the date indicated above.

Worker Telephone Number For Free Legal Advice Call

032-03-460/1 (12/97)

CLIENT
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APPEALS AND FAIR HEARINGS

A fair haring provides you opportunity to review the way a local social services agency has handled your situation concerning your
stated need for food stamps. The fair hearing is a private, informal meeting at the local social services agency with you and anyone you
wish to bring as a witness or to help you tell your story, such as a lawyer. A representative of the local agency will be present as well
as a hearing officer. The hearing officer is the official representative of the State Department of Social Services.

In addition to filing an appeal, you have the right to request a conference with your local social services agency, at which time the agency
must give you an explanation of its proposed action. You must also be given the opportunity to present any information on which your
disagreement with the agency’s proposed action is based. At such a conference, you have the right to have your story presented by an
authorized representative, such as a friend, relative, or lawyer.

If you request the conference within 10 days of receipt of your advance notice of proposed action to decrease or terminate your food stamps,
the proposed action will not be taken until a decision is made at your conference.

If you are not satisfied with the local social services agency’s action following the conference, and you want to request that your food stamps
be continued as usual until a hearing decision is received, you must file an appeal within two days following the date of the conference.
If you do not request a conference but file your appeal within 10 days of your advance notice of action to decrease or terminate your food
stamps, your benefits may be continued until a hearing decision is reached. However, if the agency action is upheld, you will be required
to repay assistance received during the appeal process.

If you request an appeal concerning your food stamps, the local social services agency must offer you a conference after your appeal is filed.
If you wish to request a hearing, follow the instructions on the front of this form.

The person who conducts the hearing is someone from the State Department of Social Services, not someone from your local social services
agency. The hearing officer makes a decision on your appeal.

You will be notified of the date and time for your hearing at the local social services agency or at a location agreeable to you and the

agency. If you cannot be there on that day, call your service or eligibility worker immediately. If you need transportation, the local agency
will provide it. You must bring a representative and/or witness to the hearing to help you tell your story. Your service or eligibility worker,
a local agency supervisor, and possibly other agency staff who know about your case may also be at the hearing to tell how the agency’s
decision was reached.

At the hearing, you and/or your representative will have the opportunity to:

(1) examine all documents and records which are used at the hearing;

(2) present your case or have it presented by a lawyer or by another authorized representative;

(3) bring witnesses;

4) establish pertinent facts and advance arguments; and

(5) question or refute any testimony or evidence, including the opportunity to confront and cross-examine

adverse witnesses.

The decision or recommendation of the hearing officer shall be based exclusively on evidence and other material introduced at the
hearing, except when medical information is requested or other essential information is needed. In such an event, you and the local
social services agency would be given the opportunity to question or refute this additional information.

You will be notified in writing of the hearing officer’s decision on your appeal within 60 days of the date your appeal request is received
by the State Department of Social Services.

Itis YOUR RIGHT TO APPEAL decisions of the local social services agency, consequently, if you want more information or help with an
appeal, you may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not be penalized
for asking for a fair hearing. If you desire free legal advice you may contact your local legal aid office.
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NOTI CE OF ACTI ON AND EXPI RATI ON
FORM NUMBER - 032-03- 460
PURPOSE OF FORM - To notify applyi ng househol ds of the approval of the

application and the end of the certification period so that households wll
have the opportunity to file a timely application for recertification.

USE OF FORM - To be sent by the |ocal agency to advise the household of the
approval of the application, the certification period, amunt of benefits
and the date by which a recertification application nmust be fil ed.

NUMBER COF COPI ES - Two.

DI SPOSI TION OF FORM - The original is to be mailed to the household. The
copy is to be filed in the case record.

I NSTRUCTI ONS FOR PREPARATI ON - The form may be used in place of the Notice
of Action and the Notice of Expiration. |If used, the Notice of Action And
Expiration must be conpleted by the eligibility worker and provided to the
applicant upon the approval of the application. This formis appropriate
only for those househol ds assigned a one-nonth certification period or
those approved in the last nonth of eligibility.

TRANSM TTAL #38
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

ADAPT VERIFICATION FORM

FIPS

Case Name: ADAPT Case #: Residence Verification:
Legacy Case #:
Programs: Application/Renewal Date: Identity Verification:

Authorized Representative/Identity Verification:

Interview Date:
Face to Face Interview: [ Yes [ No
If No. Reason:

1. Resources: 2. Vehicles:
Per# Type/Code Verification Per# | Identifier Verification
DMV [0 Match 0 No Match Date
3. Earned Income/Unearned Income:
Per# Type/Code Verification
VEC O Match [1 No Match Date SVES [0 Match [J No Match Date APECS O Match [0 No Match Date
4. Shelter Expenses: 5. Day Care/Medical/Support Expenses:
Per# Type Verification Per# | Type Verification

UTILITY STANDARDO Y ON O1-3 O4+

PHONE STANDARDO Y ON

HOMELESS STANDARD OY ON

REASON FOR ENTITLEMENT TO STANDARD

032-03-366/4 (10/02)
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6. Divisionary Assistance Program

Documentation of Circumstances: Amount/Type Emergency Verification

Remember: Enter Sanction Period (POI) in ADAPT

7. Other (Check any items that require verification and document your verification in the space below)

O Deprivation

O Living with Specified Relative

O Immunizations

U Truancy

O Excluded Persons/Reason

O FS Work Requirement Exemption

O FSET/ESP/VIEW Registration
or Participation

0 Voluntary Quit

O Sanction/Penalty

O Resource/Income Transfer
O Disability/Aged

0 Health Insurance

0 HIPP/Medical Questionnaire

O Medicaid Assignment of Rights
(Indicate Person(s) Ineligible)

O Pregnancy/Conception Date
Estimated Due Date

O Other Specify:

8. Good Cause Claimed:

0 DCSE 0 Yes O No Documentation:
0O FAMIS
Dropped Insurance
U Yes U No Good Cause: O Exists O Does Not Exist

IF ALL PROGRAMS APPLIED FOR ARE ON ADAPT, PLEASE GO TO PAGE 4.
2




VI RG NI A DEPARTMENT
OF SOCI AL_SERVI CES ADAPT VERI FI CATI ON FORM

4/ 03 VOLUME V, PART XXIV, PACGE 110

Evaluation of Eligibility

9. Programs: [1 Medicaid OGR [OAG UOSLH OTANF-EA [O RRP 0O FAMIS

10. Case Number 11. Retroactive Medicaid Determination:
Retroactive Period From: to:
Service in past 3 months: 1 Y  Date 0N

12. Institutional Status:

0 NF 0 CBC 0 ACR/AFC Date Entered ACR/AFC Rate
DMAS-96 gy 0N SAR O0Y 0ON Community Spouse? 0 Y O N
13. Income:

Countable
Type Y/N Calculations/Comments: Amount
INCOME LIMIT: TOTAL COUNTABLE INCOME:
14. Resources
Type Countable

Y/N Calculations/Comments: Amount

RESOURCE LIMIT: TOTAL COUNTABLE INCOME:

15. Spend-down Calculation:

Period Person(s) Countable Income Income Limit Excess Income

16. Medicaid Covered Group:

17. State/Local Hospitalization:

Person(s) Service Date(s) Provider(s) Applied within 30 days? Y/N
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18. General Relief Maintenance:

Period of Unemployment: Applied for SSI? O Y Date: ON
SSI Decision Appealed? Y [N Release of SSI Check Signed? [Y Date: ON
U Full Standard 0 Modified Standard Reason for Modified Standard:
19. Emergency Assistance:
Date and Reason for Emergency:
Assistance Previously Received: 0Y ON Dates and Amounts Received:
20. Comments:
21. Disposition: Date Given: Food Stamp Hotline Info Benefit Programs Booklet Medicaid Handbook
Food Stamps TANF Medicaid FA\MIS TANF-EA/GR/AG//SLH/RRP
Certification Period: to
22. Signatures:
Date Supervisor Signature Date

EW Signature

PARTIAL REVIEWS AND CHANGES

Program Action Date Effective Date Reason for review, methods and dates of verification

Worker’s Signature and Date
(Supervisor’s Signature/Date)
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ADAPT VERI FI CATI ON FORM
FORM NUMBER - 032-03-366

PURPOSE OF FORM - To be used with the Permanent Verification Log to
docurent nmet hods and dates of verification of eligibility factors in Food
St anps and TANF cases. In addition, this formis used to docunent
verification and deternmine eligibility for Medicaid, General Relief, SLH
TANF- EA, Refugee Assistance, and Auxiliary Grants when the evaluation is
bei ng conpleted at the same tine as TANF or Food Stanps. Wen eligibility
for other prograns is being eval uated separately fromthe Food Stanmp
Program or TANF, the Evaluation of Eligibility form (032-03-823) nust be
conpl et ed. Docunent ati on nmust be in sufficient detail to permt a
supervisor, Quality Control, fraud investigator, or any other person
reviewi ng the case record and information in ADAPT to determ ne the
reasonabl eness and accuracy of the determination of eligibility.

USE OF FORM - The form nust be conpleted at application and renewal for al
prograns for which the applicant/recipient is applying or receiving
assistance. The formis also used to docunent and verify interim changes
and determine continued eligibility as appropriate.

DI SPOSI TI ON OF FORM - The form nust be retained in the case record with the
appropri ate ADAPT Request for Assistance and Statenment of Facts OR
application.

| NSTRUCTI ONS FOR PREPARATI ON OF FORM - When conpleting this form it is not
necessary to restate information if it is attached. Reference nust be nmade
to any information attached to the form

CASE | NFORVATI ON

Enter identifying case and application information, as appropriate.

= Residence Verification: Verify residence, as required by policy.

= |dentity Verification: Verify identity, as required by policy.

= Authorized Representative/ldentity Verification: Enter the authorized
representative's nane and verify identity, as required by policy.

= |Interview Date: Enter the date the applicant/recipient or authorized
representative is interviewed. Indicate whether this is a face-to-face
interview, and if not, the reason

1. Resources: For each resource verified, enter the ADAPT person nunber,
the type of resource or ADAPT resource code (e.g., bank accounts, rea
property, business or farm ng equi pnent) and verification (date, nethod,
and source of verification).

TRANSM TTAL #46
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2. Vehicles: For each vehicle, enter the ADAPT person nunber, the vehicle
i dentifier used in ADAPT, and verification (date, nmethod, and source of
verification). Conplete a DW inquiry and indicate whether a match was
found, the date of the DW records check, and attach the match. Docunent
resolution of any discrepancies. |If matches nmust be conpleted on nore than
one person, use the Comments section for the additional persons. [If no
change has occurred since the previous match, the agency may indicate "
change" and is not required to print the match informati on again.

no

3. Earned and Unearned | ncone: For each source of income verified, enter

t he ADAPT person number, the type of inconme or the ADAPT income code, and

verification (date, nmethod, and source of verification, and explanation as
to the pay verification used, if applicable). Include in-kind inconme and

vendor paynents.

I ndi cat e when APECS, VEC, or SVES matches were checked, and attach any

mat ches. Docunent resolution of any discrepancies. |If matches nmust be
conpl eted on nore than one person, use the Comments section for the
addi ti onal persons. |f no change has occurred since the previous natch,

the agency may indicate "no change" and is not required to print the match
i nformati on agai n.

4. Shelter Expenses: Enter the ADAPT person nunber, the type of expense,
and the date, nmethod and source of verification

5. Day Care/ Medi cal / Support Expenses: For each expense verified, enter the
ADAPT person nunber, the type (day care, nedical expense, or support), and
verification (date, nmethod, and source of verification).

6. Diversionary Assistance Program Enter the date, nethod, and source of
the verification received docunmenting the need(s) for diversionary

assi stance, the type of emergency, and the anmount needed to resolve the
emer gency.

7. Oher Docunentation: Check the appropriate itens and enter the date,
met hod, and source of verification. |If "OQther" is checked, specify the
requi renment bei ng docurmented or questionable information being resolved,
e.g., separate househol d status.

8. (Good Cause O ai ned: Check the type of good cause claimapplicable to
the progran(s) evaluated. |Indicate whether good cause exists and explain
the basis for the decision.

NOTE: | F ALL PROGRAMS APPLI ED FOR ARE ON ADAPT, PROCEED TO | TEMS 20 -22, AS
APPLI CABLE, otherw se conpl ete #9-19.

9. -12 Conpl ete as appropriate.

TRANSM TTAL #46
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13. Incone: Enter the type of income, whether it is countable, any
cal cul ati ons/ expl anati ons, and the ampbunt of countable incone from each
source. Enter the appropriate incone linmt and the total countable incomne.

14. Resources: Enter the type of resource, whether it is countable, any
cal cul ati ons/ expl anati ons, and the ampunt of each countabl e resource.
Enter the appropriate resource limt and the total countable resources.

15. Spend-down Cal cul ation: Conplete, as appropriate.

16. Medicaid Covered G oup: Conplete as appropriate. Specify the covered
group fromVolune XlI11, Chapter M)3. |If the applicant/recipient does not
nmeet a covered group, docunent the basis for the decision

17.-19 Conplete as appropriate.

20. Conments: Enter any additional information pertinent to the case not
stated el sewhere, including calculations, such as Medicaid budget units.

21. Disposition: Enter the disposition for applicable prograns. Enter
the certification period for the Food Stanp case.

22. Signatures: The Eligibility Wrker nust sign and date the form |If a
supervisory review is done, the supervisor nmust sign and date the form
al so.

PARTI AL REVI EMNS AND CHANGES - Conplete, as appropriate, for changes that
occur between renewals to determine the effect on eligibility.

TRANSM TTAL #55



VIRGINIA DEPARTMENT
OF SOCIAL SERVICES NOTICE OF TRANSFER

7/04 VOLUME V, PART XXIV, PAGE 115

COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES

NOTICE OF TRANSFER
Case Name:
T Case Number:
Agency:
Date:
Your ___ Food Stamp, ___ Medicaid, or — Temporary Assistance for Needy Families
(TANF) case(s) was transferred to because of -

your recent move to that city or county. A representative of that agency will contact you
to review your case. ,

Your benefits for these programs will continue without interruption.

Your TANF grant will change from $ to $ because of your move to
the new city/county.

O If the amount of your food stamp or TANF benefits went up because of a
reported change in income, expenses, or the number of people in your
household, you will need to show proof of the change. You will need to give this
information to the new agency within 10 days or the amount of your food stamps
or TANF will go back to $ without additional notice.

You must report changes or file applications with the new agency. The address and
telephone number of the new agency is:

Telephone

(Worker Signature) (Telephone Number)

REMINDER: Please keep your Cardinal Card if you receive food stamps and your Medicaid card if
you recelve Medicald. You do not need a new card just because of your move.

032-03-658 (7/04)
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APPEALS AND FAIR HEARINGS

If you do not agree with the action we are proposing or the amount of benefits you are receiving, you may have a fair hearing on
your case. At the hearing you will have a chance to explain why you think we made a mistake and a hearing officer will decide if
you are right. A hearing gives you a chance to review the way a local social services agency handled your situation about your
need for TANF or food stamps. The hearing is a private, informal meeting at the local social services agency with you and
anyone you want to bring as a witness or to help you tell your story, such as a lawyer. A representative of the local agency will -

be present as well as ‘a hearings officer. The hearing officer is the official representative of the State Department of Social
Services.

It is YOUR RIGHT TO APPEAL decisions of the local social services agency. If you want more information or help with an
appeal, you may contact the local social services agency. It will not cost you anything to request a fair hearing, and you will not
be penalized for asking for a fair hearing. If you want free legal advice, you may contact your local legal aid office.

How to File an Appeal

e Send a written request to the Virginla Department of Social Services, Attention: Hearing and Legal Services
Manager, 7 North Eighth Street, Richmond, Virginia 23219-3301

o Call me at the number listed on the front

e Call 1-800-552-3431

When to Appeal

¢ Within the next 30 days for TANF and within the next 90 days for food stamps.

*  Within 10 days of the date on this form to get the food stamps continued.*

* Before the effective date of the change to get the TANF benefits continued.*

*Note that you may have to repay benefits you received during the appeal process if the hearing decision supports the agency
action.

Local Agency Conference .

In addition to filing an appeal, you may have a conference with your local social services agency. During the conference, the
agency must explain its proposed action. You will have the chance to present any information where you disagree with the
agency's proposed action. You may present your story by an authorized representative, such as a friend, relative, or lawyer.

If you request the conference within 10 days of receiving of your notice to decrease or end your TANF or food stamps benefits,
the proposed action will not take place until after there is a decision made for the conference.

If the conference does not satisfy you and you want to continue to receive your benefits until there is a hearing decision, you
must file an appeal for TANF benefits within two days following the date of the conference and within 10 days of the conference
date for food stamps. If you do not ask for a conference but you file an appeal within 10 days of the notice of action to reduce,
suspend, or terminate your TANF or food stamps, you may continue to receive benefits until there is a hearing decision. If you
appeal the proposed action on your TANF case before the reduction, suspension or termination effective date, you may also
receive continued coverage. Note that you may have to repay benefits you received during the appeal process if the hearing
decision supports the agency action.

Hearing Process and Decision

The hearing officer will notify you of the date and time for your hearing at the local social services agency or at a location
agreeable to you and the agency. If you cannot be there on that day, call the hearing officer and your eligibility worker
immediately. If you need transportation, the local agency will provide it.

At the hearing, you and/or your representative will have the opportunity to:

Examine all documents and records used at the hearing;

Present your case or have it presented by a lawyer or by another authorized representative;

Bring witnesses;

Establish pertinent facts and advance arguments; and

¢ Question or refute any testimony or evidence, including the opportunity to confront and cross-examine witnesses.

The hearings officer will base the decision only on the evidence and other material introduced at the hearing, except when
medical information is requested or other essential information is needed. In this event, you and the local social services agency
would have the opportunity to question or refute this additional information.

You will get the hearings officer’s decision in writing on your appeal within 60 days of the date the State Department of Social
Services receives your appeal request.
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Notice of Transfer
FORM NUMBER - 032-03-658
PURPOSE AND USE OF FORM - To advise a household that responsibility for

a case has been transferred from one locality to another and to provide
the contact information of the new agency.

NUMBER OF COPIES - Two.

DISPOSITION OF FORM - The local agency worker must complete the form
and mail it to the household when a case record is transferred to
another locality.

INSTRUCTIONS FOR PREPARATION OF FORM -

Complete the form with identifying information of the case and with the
telephone number and address of the local social services agency to
which the case has been transferred. Mark the section to note if the
household is required to provide verifications that affect the benefit
amount to the new agency. Identify the information needed from the
household on the Notice of Action or checklist and on the Case Record
Transfer Form.

TRANSMITTAL #60
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COMMONWEALTH OF VIRGINIA
DEPARTMENT OF SOCIAL SERVICES
CASE RECORD TRANSFER FORM
TO DEPARTMENT OF SOCIAL SERVICES FROM DEPARTMENT OF SOCIAL SERVICES
COUNTY/CITY COUNTY/CITY
ADDRESS ADDRESS
L. TRANSFERRING LOCALITY CASE INFORMATION
CASE NAME: CASE NUMBER:
MOVED TO YOUR LOCALITY ON AND IS RESIDING AT
UNIT MEMBERS
TYPE OF ASSISTANCE:
[0 TANF VIEW CASE [0 TANFNON-VIEW CASE [0 REFUGEE CASH ASSISTANCE [0 OTHER
AMOUNT OF PAYMENT LAST PAYMENT MONTH
O VERIFICATION OF NEEDED BEFORE ISSUANCE OF BENEFITS
0 FOOD STAMPS CERTIFICATION PERIOD END DATE / /
[0 VERIFICATION OF NEEDED BEFORE ISSUANCE OF BENEFITS

[0 PENDING MEDICAID ]

RECEIVING MEDICAID [0 RECEIVING REFUGEE MEDICAL ASSISTANCE

[0 RECEIVING FAMIS (APPLICATION, EVALUATION, INCOME VERIFICATION, AND NOTICE OF ACTION ATTACHED)

ADDITIONAL REMARKS:

SIGNATURE (AGENCY REPRESENTATIVE) DATE:

PRINTED NAME TITLE:

I1. CONFIRMATION OF RECEIPT & DISPOSITION

CASE RECORD WAS RECEIVED DETERMINED: [0 ELIGIBLE 0O INELIGIBLE

EFFECTIVE FOR

DATE TYPES OF ASSISTANCE

ADDITIONAL REMARKS:
SIGNATURE (AGENCY REPRESENTATIVE) DATE:

PRINTED NAME TITLE:

032-03-227/9 (7/04)
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Case Record Transfer Form

FORM NUMBER - 032-03-227

PURPOSE AND USE OF FORM - To communicate between local departments of
social services when transferring responsibility for a case for program
benefits from one agency to another. The form also serves as
confirmation to acknowledge receipt of the case record.

NUMBER OF COPIES - Three.

DISPOSITION OF FORM - The local agency worker in the transferring
agency must complete the names and addresses of the affected agencies
and appropriate parts Section I of the form to address the types of
assistance affected. The worker must prepare the case record for
transfer to the new locality and send two copies of the form and case
record to the receiving agency. The transferring agency must keep a
copy of the completed form.

INSTRUCTIONS FOR PREPARATION OF FORM -

Complete the form with identifying information of the case and with the
names and addresses of the agency from which the case is being
transferred and the agency to which the case is being transferred.
Complete Section I to identify the types of assistance and benefit
amounts for the household. Add additional comments as needed. A
representative of the transferring agency must sign the form.

A representative of the receiving local agency must complete Section II
of the form to acknowledge the receipt of the case record. The agency
must send copy of the completed form to the agency from which the case
was transferred and keep a copy of the form.

TRANSMITTAL #59





